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PREFACE. 


J)1CT0RIAL  representation  has  long  occupied  a  prominent 

position  among  the  methods  employed  by  teachers  of 
Medicine,  and  in  no  department  has  it  been  used  to  greater 
advantage  than  in  that  of  Dermatology. 

All  diseased  conditions  should  be  studied,  first  of  all, 
on  the  living  subject.  From  nature  alone  can  we  most 
quickly  and  accurately  acquire  information  regarding  normal 
and  abnormal  conditions.  In  Medicine  the  other  means  of 
gaining  knowledge  occupy  a  position  of  secondary  importance. 
Yet  in  some  departments  these  supplementary  methods  are 
of  so  great  value  that  they  may  be  considered  as  indispensable 
for  the  purposes  both  of  teacher  and  student.  This  is  par¬ 
ticularly  so  in  the  case  of  Dermatology.  The  difficulties  in 
the  way  of  accurate  diagnosis  and  successful  treatment  of 
many  forms  of  skin  disease  are  experienced  by  all  workers, 
especially  by  those  who  have  not  the  opportunity  of  seeing 
frequently  a  large  variety  of  cases.  By  such  the  employment 
of  ad  natumm  coloured  representations  of  the  various  diseases 
has  been  found  of  the  greatest  value. 

The  extensive  series  of  plates  comprised  in  this  Atlas, 
while  calculated  to  be  of  supreme  interest  to  Dermatologists, 
will  thus  likewise  prove  of  the  highest  value  to  all  prac¬ 
titioners  of  Medicine. 

In  the  selection  of  cases  for  illustration,  the  aim  has 
been  to  choose  well-marked  and  typical  examples  of  the 


various  diseases,  but  only  exceptionally,  and  that  in  order 
to  illustrate  some  especial  point,  have  extreme  developments 
been  represented.  Those  diseases  which  may  give  rise  to 
difficulty  in  diagnosis,  and  the  variations  of  common  diseases, 
such  as  Eczema  as  contrasted  with  the  seborrhoeic  form 
of  Dermatitis,  Psoriasis,  Lupus,  &c.,  have  been  freely 
reproduced. 

A  selection  of  the  rarer  and  more  uncommon  forms  of 
disease  have  also  been  included,  so  that  it  is  liojDed  the 
practitioner  will  seldom  be  at  a  loss  to  determine  the 
nature  of  any  eruption  he  may  meet  with.  The  eruptions 
due  to  Syphilis  do  not  come  within  the  scope  of  the  work. 

Various  artists  have  been  employed  to  portray  the  con¬ 
ditions  represented,  but  the  greater  number  of  the  illustrations 
have  been  drawn  by  Mr.  Toogood  Hill,  to  whose  painstaking 
accuracy  and  skill  the  author  is  much  indebted.  The  whole  of 
the  plates,  with  one  exception,  are  original,  and  have  been 
reproduced  by  chromolithography,  from  the  water  colour 
drawings  in  the  possession  of  the  author.  Most  of  the  cases 
from  which  the  drawings  have  been  made  having  been  under 
his  own  care. 

In  those  instances  in  which  friends  have  been  kind 
enough  to  allow  the  author  to  supplement  his  collection 
by  a  drawing  of  an  especially  interesting  or  typical  case,  it 
is  acknowledged  in  the  description  of  the  case  represented. 
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THE 


ERYTHEMATA. 


rjAHE  Erytkemata  are  a  rather  heterogeneous  group,  of  which 

the  leading  feature  is  that  the  lesions,  whether  spot, 
papule,  nodule,  or  patch,  &c.,  are  of  some  shade  of  red,  chiefly 
that  of  inflammatory  congestion.  The  most  important  affection 
is  Erythema  Multiforme,  the  varieties  of  which  are  here  chiefly 
represented.  The  lesions  are  not  always  simply  erythematous, 
haemorrhage  may  occur  into  them  (Plate  IV.).  There  are  also 
vesicular  or  bullous  varieties,  of  which  Erythema  Iris,  or,  as 
the  vesicular  forms  are  often  called,  Herpes  Iris  is  the  chief 
representative.  Many  varieties  of  Erythema  are  symptomatic, 
as  seen  in  the  scarlatiniform  and  morbilliform  eruptions, 
produced  by  various  drugs,  toxines,  &c. 

Erythema  Multiforme,  however,  is  an  idiopathic  affection, 
i.e.,  the  eruption  is  practically  the  whole  disease,  and  although 
we  know  something  of  predisposing  causes,  and  have  good 
grounds  for  inferring  that  pathologically  it  is  a  neurovascular 
lesion,  we  are  ignorant  of  the  true  pathogenesis. 

Persons  who  have  suffered  from  acute  rheumatism,  or  who 
have  a  strong  family  history  of  it,  are  certainly  more  predis¬ 
posed  than  others  to  Erythema  Multiforme.  In  a  considerable 
number  of  cases,  a  chill  appears  to  be  the  exciting  cause.  It  is 
more  common  in  young  people,  and  is  rare  in  old  age.  Women 
are  more  liable  to  it  than  men.  Season  appears  also  to  have 
some  influence,  as  it  is  most  frequent  in  spring  and  autumn, 
though,  in  many,  an  attack  dates  from  the  onset  of  cold  weather. 
Previous  attacks  certainly  predispose  to  others,  and  recur¬ 
rences  are  likely  to  occur  at  the  same  time  of  year  as  the  first 
attack.  In  a  great  many  cases  no  predisposing  or  exciting 
cause  is  traceable.  The  onset  of  the  eruption  is  usually 
preceded  and  accompanied  by  constitutional  symptoms.  These, 
as  a  rule,  are  slight,  though  occasionally  they  may  be  severe. 
The  symptoms  are  chilliness,  pains  in  the  joints,  and  slight 
general  aching,  and  sometimes  gastric  disturbance  and 
enlarged  spleen.  Most  or  all  of  these  symptoms  may  however 
be  absent,  the  joint  pains  being  the  most  constant. 

The  temperature  is  very  variable,  it  may  be  raised 
for  some  days,  or  continue  to  rise  as  long  as  the  eruption 
is  developing,  or  fall  to  normal  as  soon  as  the  rash 
appears. 

After  a  few  hours  to  a  few  days  the  eruption  appears,  first 
as  a  rule  on  the  backs  of  the  hands  and  wrists,  to  which  it  may 
be  confined,  and  even  if  it  begins  elsewhere  these  parts  seldom 
escape.  When  the  eruption  is  more  extensive  it  comes  out  in 
crops  on  the  face,  chiefly  about  the  orbits  and  over  the  remainder 
of  the  limbs,  and  is  always  more  marked  over  the  joints  to 
which  it  may  be  limited.  The  trunk  is  much  less  often 
attacked. 

It  will  be  seen,  therefore,  that  the  eruption  may  be  partial 
or  general,  even  the  mucous  membranes  of  the  eye,  tongue,  and 
mouth  being  involved.  Whatever  its  extent,  it  is  usually 

symmetrical,  though  the  amount  may  not  be  equal  on  the 
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two  sides,  and  one  side  may  begin  before,  and  thus  be  in 
advance  of  the  other. 

The  duration  varies  from  a  few  days  upwards,  but  is 
usually  two  to  four  weeks  for  even  one  attack,  but  in  some  cases 
there  is  a  succession  of  crops  of  eruption  lasting  for  months. 

The  diagnosis  chiefly  turns  on  the  mode  of  origin  and 
development  in  crops,  the  distribution  and  course,  rather  than 
upon  the  exact  form  of  the  eruption,  which  is  very  variable, 
as  will  be  explained  and  illustrated. 

Many  of  the  variations  depend  on  the  stage  of  develop¬ 
ment  of  the  eruption,  others  upon  the  exudation  of  an  extra 
quantity  of  fluid,  or  even  of  blood  from  the  vessels.  Probably 
Erythema  Nodosum  (Plate  III.)  is  really  a  different  disease 
altogether,  as  the  lesions,  distribution,  and  development 
differ  in  so  many  respects  from  the  other  forms.  Although, 
as  just  mentioned,  separate  names  are  given  to  mere  stages  of 
development,  inasmuch  as  the  disease  often  stops  short  at  the 
first  or  any  one  of  the  subsequent  stages,  and  recurrences  in 
the  same  individual  almost  invariably  take  the  same  form, 
there  is  some  raison  d’etre  and  convenience  in  retaining  them. 

Erythema  Multiforme  begins  as  a  bright  red  papule, 
convex  in  shape,  and  from  a  millet  to  a  hemp  seed  in  size,  and 
if  it  does  not  exceed  the  size  of  a  small  pea,  constitutes 
Erythema  Papulatum,  as  in  Figure  1  of  this  Plate.  If  it 
continues  to  enlarge  it  forms  nodules  illustrated  in  Plate  II., 
Figures  1  and  2.  Sometimes  instead  of  being  heaped  up,  as  it 
were,  into  a  nodule,  it  spreads  out  into  a  disc,  Erythema 
Discoideum ;  if  this  clears  in  the  centre  a  ring  is  formed, 
Erythema  Circinatum,  generally  with  an  abruptly  raised  rim,  as 
in  Plate  II.,  Figure  3.  A  variety  of  this  forms  Erythema  Mar¬ 
ginatum,  in  which  the  elements  of  the  eruption  coalesce  into 
large  patches,  with  gyrate  outlines,  and  the  lesion  spreading  at 
the  periphery — which  is  abrupt  at  the  outer  part — undergoes 
simultaneous  involution  at  the  older  part,  so  that  a  gyrate, 
raised,  red,  narrow  lesion  is  produced  abrupt  at  the  outer,  but 
spreading,  and  sloping  at  the  inner  involuting  border,  and  the 
whole  lesion  rolls  onward,  so  .to  speak,  perhaps  all  round  a 
limb,  leaving  the  skin  stained  in  its  track.  A  more  or  less 
marked,  but  usually  transitory  fawn-coloured  stain  is  as  a  rule 
left  by  the  various  lesions  of  Erythema  Multiforme. 

The  special  peculiarities  of  Erythema  Iris  (Plates  I.  and 
III.),  Erythema  Nodosum  (Plate  III.,  Figure  3),  and  the 
haemorrhagic  forms  (Plate  IV.)  will  be  described  under  their 
respective  headings. 

Plate  I.,  Figure  1,  represents  Erythema  Papulatum,  the 
type  of  the  group  of  eruptive  forms  comprised  under  Erythema 
Multiforme,  and,  as  already  explained,  the  starting  point  from 
which  nearly  all  the  other  lesions  are  developed.  Although 
only  one  hand  is  represented,  it  must  be  remembered  that  both 
were  equally  affected.  The  case  from  which  the  drawing  was 


made  was  that  of  Henry  C.,  a  cattle  drover,  who  came  as  out¬ 
patient  to  University  College  Hospital  on  June  25th,  1892, 
with  an  eruption  which  began  ten  days  previously  on  the  face 
and  backs  of  the  hands  with  a  symmetrical  distribution. 

On  the  face  it  was  chiefly  about  the  orbits  and  round  the 
mouth,  on  both  ears,  and  at  the  sides  of  the  neck.  On  the 
hands  it  was  exactly  as  represented  in  the  drawing,  and 
consisted  of  bright  pink  papules,  with  a  pale  centre,  but  on 
the  face  and  ears  there  were  some  hemp-seed  sized  vesicles, 
although  the  greater  part  of  the  eruption  was  papular  like  the 
hands.  There  was  no  history  of  rheumatism,  but  he  was 
much  exposed  to  vicissitudes  of  temperature  in  his  occupation. 

Ten  grains  of  salicylate  of  soda  were  ordered  to  be  taken 
three  times  a  day,  and  as  he  did  not  attend  again  the 
probability  is  that  the  eruption  soon  disappeared. 

Figure  2  represents  a  form  of  Erythema  Iris  in  which  the 
lesions  show  much  resemblance  to  Erythema  Papulatum,  while 
the  vesicular  form  represented  in  Plate  III.,  Figure  3,  is  so 
different  that  in  the  absence  of  connecting  links  it  could 
scarcely  be  supposed  to  belong  to  the  present  example,  and 
still  less  to  Erythema  Multiforme.  One  of  the  connectiug 
links  is  exemplified  in  Plate  III.,  Figure  2,  in  which  the  iris 
construction  is  more  marked  than  in  the  present  case. 

The  vesicular  forms  of  this  affection  are  often  called 
Herpes  Iris,  the  name  given  to  it  by  Bateman,  who  first 
recognised  it  and  figured  it  in  his  atlas,  which  represents  the 
disease  in  a  slightly  different  aspect. 

The  alliance  of  this  affection  to  Erythema  Multiforme  is 
shown  in  its  tendency  to  attack  the  same  regions,  viz.,  the 
backs  of  the  hands  and  the  face,  especially  the  orbits,  and 
round  and  even  in  the  mouth ;  its  usually  short  course, 
and  its  tendency  to  recur  at  a  similar  season  of  the 
year  to  the  first  attack.  While,  however,  vesication  is  an 
exceptional  complication  in  the  other  forms  of  Erythema 
Multiforme,  it  is  more  common  than  not  in  Erythema  Iris, 
although  it  may  be  quite  absent,  as  in  the  present  instance, 
and  in  Figure  2  of  Plate  III.  The  plan  of  the  eruption  in  all 
forms  is  that  of  a  central  lesion  surrounded  by  concentric  zones 
of  varying  tint.  The  characters  of  both  the  central  lesion  and 
the  peripheral  zones  differ  considerably.  The  simplest  form  is 
that  in  the  Plate  in  which  a  papule,  while  enlarging  at  the 
periphery,  has  sunk  down  in  the  centre,  leaving  a  purplish 
stain  contrasting  with  the  brighter  red  raised  outer  portion. 
In  Figure  2,  Plate  III.,  there  are  three  tints  of  colour,  the 
purplish  central  portion  has  enlarged  pari  passu  with  peri¬ 
pheral  extension,  then  comes  a  pink  zone  immediately  round 
it,  while  the  boundary  zone  is  very  narrow,  slightly  raised, 
bright  red,  and  sharply  defined  on  its  outer  side.  Frequently 
the  centre  of  the  internal  portion  does  not  subside  entirely, 
and  remains  as  a  papule  of  a  brighter  hue  than  the 


surrounding  spent  portion  of  the  eruption,  and  thus  another 
tint  is  produced.  Indications  of  this  are  seen  in  some  of  the 
lesions  in  Figure  2,  Plate  III.  Again,  instead  of  there  being  a 
papular  centre  there  may  be  a  vesicular  one,  with  a  purplish- 
pink  zone  round,  and  in  rare  instances,  there  is  even  a  large 
bulla  in  the  centre.  When  the  central  part  is  vesicular  one  or 
more  of  the  concentric  zones  are  also  vesicular.  In  the  least 
marked  form  there  is  only  a  slightly  raised  whitish  ring  with  a 
red  zone  beyond,  but  in  more  marked  cases  there  may  be  a 
ring  of  discrete  or  semi-confluent  vesicles  instead  of  the  white 
ring. 

Figure  1,  Plate  IIP,  shows  yet  another  variation, 
viz.,  a  red  central  portion  immediately  surrounded  by  a 
very  distinct  ring  of  fluid,  and  this  again  by  a  narrow 
red  areola.  On  the  second  finger  may  be  seen  a  lesion 
with  a  minute  central  vesicle  in  addition,  while  in 
others  there  is  only  a  flat  vesicle,  and  a  red  areola.  It  is 
evident,  therefore,  that  the  appearances  of  this  eruption  are 
very  protean,  and  that  the  type  of  construction,  a  central 
portion  with  concentric  zones,  is  the  only  reliable  diagnostic 
feature,  while  the  distribution,  course,  and  possible  history  of 
seasonal  recurrence  will  afford  corroborative  evidence  of  the 
true  nature  of  the  eruption. 

The  patient  represented  in  Figure  2  of  this  Plate,  Herbert 
H.,  ret,  14,  was  a  telegraph  messenger,  who  had  been  subject  to 
similar  attacks  for  nine  years,  sometimes  suffering  from  several 
attacks  in  a  year.  The  present  attack  began  simultaneously 
on  the  face  and  hands  two  days  before  he  came  to  University 
College  Hospital,  on  October  14th,  1893.  When  first  seen  the 
eruption  was  very  thickly  distributed  all  over  the  sides  of  the 
face  from  1  inch  below  the  hair  downwards,  on  the  adjacent  part 
of  the  neck,  below  the  lower  jaw,  and  on  and  behind  the  auricles. 

It  was  also  on  the  backs  of  the  hands  and  fingers,  but  much  less 
thickly  distributed  than  on  the  face.  The  lesions  on  the  face 
consisted  chiefly  of  papules  from  an  eighth  to  a  half  an  inch  in 
diameter,  with  a  slightly  purplish-tinted  depressed  centre,  and 
a  bright  pink  raised  peripheral  portion.  On  the  backs  of  the 
hands  most  of  the  papules  are  also  flat,  slightly  raised  discs  of  a 
pinkish  colour,  and  only  those  of  a  quarter  of  an  inch  diameter 
and  upwards  show  indications  of  the  central  violet  depression, 
but  only  a  few  on  the  fingers  of  the  left  hand  are  fairly  typical, 
though  in  none  is  there  any  trace  of  a  white  zone.  The  case 
was  only  sent  for  diagnosis,  and  did  not  attend  the  hospital 
again.  Such  cases  often  do  well  with  salicylate  of  soda 
internally  and  calamine  lotion  externally,  to  allay  irritation. 

In  some  vesicular  cases  there  is  great  depression,  both  of 
mind  and  body,  and  then  an  effervescing  citrate  of  potash 
mixture  with  quinine  in  the  acid  portion  of  the  mixture  would 
be  preferable,  followed  by  ferruginous  tonics. 


PLATE  I. 


ERYTHEMA  MULTIFORME. 


VARIETIES  TUBERCULATUM  ET  CIRCINATUM. 


GENERAL  account  of  this  protean  affection  is  given  with 
Plate  I. 

Figures  1  and  2  of  the  present  Plate  depict  the  variety 
called  erythema  tuberculatum.  It  is  obvious  that  individually 
the  lesions  are  only  an  exaggeration  of  those  of  erythema 
papulatum.  (Plate  I.) 

Like  its  more  common  papular  congener  erythema 
usually  appears  first  and  most  prominently  and  often  exclu¬ 
sively  on  the  back  of  the  hands  as  shown  in  Figure  2.  I  have 
no  history  of  this  case,  as  it  is  reproduced  from  a  drawing 
made  many  years  ago,  and  presented  to  University  College 
Hospital. 

Figure  1  was  drawn  from  a  case  in  which  the  eruption 
was  unusually  well  marked  and  widely  spread,  and  curiously 
enough  the  hands  and  orbits  were  the  last  to  be  attacked. 
In  other  respects  it  presents  the  typical  features  of  the 
disease  as  regards  colour,  size,  shape,  and  development.  It 
ran  a  shorter  course  than  the  great  majority  of  cases  of  the 
kind,  but  whether  it  was  its  normal  course  or  due  to  the  treat¬ 
ment,  it  is  impossible  to  say,  as  the  affection  varies,  even 
untreated,  from  a  few  days  to  a  few  weeks.  In  a  closely 
analogous  condition  the  lesions  are  flat  instead  of  convex,  and 
very  slightly  raised  above  the  healthy  skin,  constituting 
erythema  discoideum.  The  following  is  a  history  of  the 
case : — 

Richard  J.,  set.  thirty-five,  came  to  University  College 

Hospital  on  March  26th,  1892.  The  eruption  began  twenty- 

four  hours  previously  on  the  front  of  the  neck  and  over  the 

clavicles,  and  had  spread  rapidly,  so  that  when  seen  it  was 

nearly  all  over  the  thighs,  neck,  and  trunk,  but  the  scalp,  face, 

and  back  of  the  hands  were  quite  free.  It  consisted  of  raised 

patches,  papules,  and  pomphus-like  nodules,  but  of  a  bright 

pink  colour.  They  were  for  the  most  part  discrete,  but  were 

coalescing  into  patches  on  the  thighs.  Some  of  the  larger 

lesions  and  patches  showed  a  tendency  to  involution  in  the 

centre,  which  was  paler  and  flattened.  The  patient  had  had 

rheumatic  fever,  but  there  was  no  cardiac  lesion.  He  was 

given  5  grain  doses  of  salicylate  of  soda  three  times  a  day,  and 

when  seen  again  on  the  30th  nearly  all  the  rash  had  faded  to  a 

purplish  hue.  He  said  that  on  the  day  after  he  was  last  at  the 

hospital  the  eruption  came  o^^t  on  the  back  of  the  hands  and  on 
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the  orbits,  but  it  was  then  fading  there  as  well  as  in  the  parts 
first  affected.  A  possible  chill  was  the  only  assignable  cause. 

Figure  3.  Erythema  circinatum  is  one  of  the  less  common 
varieties.  It  is  remarkable  for  the  rapid  evolution  of  its 
lesions,  which  in  a  few  cases  are  numerous  and  closely  set,  and 
as  they  enlarge  coalesce,  and  the  rings  become  broken  and 
fused  into  an  irregular  patch,  often  of  considerable  area. 
This  is  enclosed  by  a  gyrately  curved  boundary  with  well- 
defined  border,  and  raised  into  a  ridge  about  an  -J-tli  of  an  inch 
wide  and  almost  as  deep,  with  a  sloping  edge  internally  and 
an  abrupt  one  externally,  constituting  erythema  gyratum. 

If  this  bounding  ridge  travels  daily,  it  may  nearly  or 
quite  encircle  the  limb,  and  subsiding  in  the  centre  pari  passu 
as  it  spreads,  it  leaves  the  skin  traversed  of  a  deep  red  tint, 
which  soon  becomes  fawn  coloured,  and  fades  slowly.  This 
condition  is  termed  erythema  marginatum,  which  is  thus  only 
a  further  stage  of  development  of  erythema  circinatum  et 
gyratum.  Nevertheless  only  a  small  proportion  of  the  ringed 
cases  undergo  this  further  evolution. 

The  present  case  is  a  little  unusual  in  the  small  number  and 
the  position  of  the  lesions,  but  in  other  respects  is  fairly  typical. 

Ellen  0.,  set.  thirty-five,  came  as  an  out-patient  to 
University  College  Hospital  on  May  24th,  1890,  with  an 
eruption  exactly  symmetrical  on  each  side  of  the  neck,  and 
nowhere  else,  in  the  positions  and  of  the  characters  depicted  in 
the  drawing.  She  stated  that  it  had  taken  a  week  to  develop 
into  its  present  condition,  and  that  it  began  three  days  after 
suffering  pains  ascribed  to  toothache  along  the  left  lower  jaw. 
She  said  the  lesions  were  tender  to  the  touch,  and  began  as 
groups  of  small  spots,  which  coalesced  in  three  days,  and  then 
underwent  involution  in  the  centre  while  spreading  at  the 
margin.  It  did  not  itch  much,  so  she  did  not  require  local 
treatment.  Internally  was  prescribed — pot.  bicarb.,  gr.  xx., 
glycerine,  x.,  aq.  31.,  to  be  taken  three  times  a  day  with  a 
tablespoonful  of  acid  mixture  during  effervescence.  The  acid 
mixture  consisted  of  acid  citrici,  gr.  xii.,  quinse  sulph.,  gr.  ij. 
aq.  ad.  5SS.  As  she  did  not  attend  the  hospital  again,  the  pre¬ 
sumption  was  that  she  got  all  right.  Probably  the  eruption 
faded  in  a  few  days. 
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PLATE  II 


Fig.  i.— ERYTHEMA  TUBERCULATUM. 


ERYTHEMA  MULTIFORME 


ERYTHEMA  IRIS  ET  NODOSUM. 


JN  Plate  I.  was  shown  the  simplest  form  in  which  Erythema 
or,  as  it  is  often  called,  Herpes  Iris  occurs.  Figures  1  and 
2  of  this  Plate  illustrate  rather  more  complicated  forms ; 
one  vesicular,  the  other  erythematous,  but  all  showing  the 
same  type  of  structure,  viz. — a  central  lesion,  surrounded  by 
concentric  zones  of  different  tint.  It  is  important  to  bear 
this  in  mind,  for  though  the  same  case  is  usually  constant 
in  the  form  of  eruption  in  successive  attacks,  and  the  general 
plan  of  the  individual  lesions  is  always  the  same,  the  forms 
illustrated  by  no  means  exhaust  the  variations  presented  from 
time  to  time  in  different  cases. 

When,  as  in  Figure  1,  a  central  vesicle  is  present,  it  is 
not  unusual  for  the  most  external  zone,  but  one,  to  be  also 
raised  up  by  the  fluid  exudation  beneath,  either  as  a  narrow 
ring  of  fluid,  or  by  the  formation  of  actual  vesicles  ;  the  latter, 
however,  is  very  rare.  The  figure  illustrates  the  simplest 
vesicular  form. 

The  patient,  George  H.,  aged  24,  pianoforte  string  maker, 
came  to  University  College  Hospital  on  June  21st,  1894.  The 
eruption,  for  which  he  applied,  had  commenced  nine  days  pre¬ 
viously  on  the  back  of  the  left  hand,  but  had  developed  chiefly 
on  the  palmar  surface,  on  which  it  notably  predominated  on  both 
hands.  It  did  not  extend  above  the  wrist,  with  the  exception 
of  two  small  spots,  the  size  of  a  hemp  seed,  on  the  left  elbow. 
It  was  also  present  on  the  inside  of  both  lips,  on  the  gums  of 
the  lower  jaw,  and  there  was  also  a  patch  on  each  side  of 
the  fore  part  of  the  tongue,  and  on  each  side  of  the  middle 
line  of  the  hard  palate  near  the  centre.  There  was  none  on 
the  orbit  or  other  part  of  the  face.  The  eruption  was  in  all 
stages,  and  its  commencement  could  be  traced,  as  a  hemp  seed¬ 
sized  vesicle  with  a  rose  pink  areola ;  as  that  enlarged  it 
flattened  slightly,  and  when  it  was  about  a  quarter  of  an 
inch  in  diameter,  the  fluid  in  the  centre  began  to  be  absorbed, 
and  formed  a  violet  red  depression,  one  sixteenth  of  an  inch 
in  diameter,  which  increased  pari  passu,  with  the  enlargement 
of  the  whole  disc.  Three  zones  could  thus  be  traced.  A 
flat  violet-lmed  central  portion,  varying  in  size  according 
to  the  size  of  the  disc ;  a  raised  white  border  round  this 
centre,  which  contained  fluid,  and  was  about  a  tenth  of  an 
inch  across ;  and  a  bright  pink  zone,  about  a  sixteenth  of  an 
inch  wide,  which  enclosed  the  whole  disc.  The  largest  simple 
disc  present  at  the  time  of  examination  was  half  an  inch 
across,  but  there  were  compound  lesions,  with  irregular 
gyrate  outline,  from  one  to  two  inches  in  diameter.  The 
discs  were  most  abundant  on  the  fingers  and  thumbs,  and 
in  the  centre  of  the  left  palm ;  there  were  very  few  on  the 
back  of  the  left  hand,  where  the  eruption  commenced,  but 
they  were  more  abundant  on  the  back  of  the  right  hand. 
The  patient  had  had  a  previous  attack  of  erythema  iris  in 
the  summer  of  1893.  He  felt  and  looked  quite  well,  except 
that  he  had  habitual  hyperidrosis  of  the  palms,  and  there 
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was  no  history  of  rheumatism  either  in  himself  or  in  his 
family. 

This  patient  came  again  to  the  hospital  on  April  6th,  1895, 
with  another  attack.  This  had  commenced  somewhat  earlier 
than  usual,  previous  outbreaks  having  occurred  in  the  summer. 
The  general  appearance  was  very  much  like  the  Plate,  but 
it  had  commenced  in  the  palms,  which  were  much  more 
affected  than  the  backs.  There  were  two  slightly  developed 
spots  over  each  knee  cap,  but  the  face  and  mouth  were  free. 
He  was  given  salicylate  of  soda,  in  10  grain  doses,  three  times 
a-day,  and  calamine  lotion  locally ;  and  on  April  9th  the 
vesicles  had  flattened  down,  and  were  quite  flat  in  the  palms. 
I  did  not  see  him  again  until  April  20th,  a  few  days  after 
a  slight  fresh  outbreak.  The  original  bullae  on  the  palms 
had  enlarged  by  coalescence  into  large  flat  blebs  of  irregular 
outline.  The  central  portion  of  the  lesion  was  obliterated, 
and  on  the  left  hand  the  nature  of  the  disease  was  scarcely 
recognisable,  the  extensive  flat  bullae  resembling  a  case  of 
pompholyx,  after  some  of  the  fluid  of  the  bullae  had  been 
absorbed.  The  1st  and  2nd  fingers  were  in  a  still  worse 
condition,  the  whole  epidermis  from  the  palm  to  the  distal 
phalanx  having  been  raised  up  by  the  fluid  beneath.  On 
the  right  hand,  the  iris  character  was  not  entirely  obliterated. 
There  was  no  longer  any  erythema,  only  flat  opaque-walled 
bullae.  The  tendency  to  recur  is  again  demonstrated,  and 
also  the  preservation  of  the  same  type  of  eruption  for  the 
individual. 

Figure  2  represents  a  milder  form  of  Erythema  Iris  in 
which  the  inflammatory  effusion  is  much  less  and  no  vesicular 
element  is  therefore  developed,  a  disc  of  erythema  only  being 
present,  in  which,  however,  the  same  plan  of  concentric  zones 
of  varying  colour  is  preserved.  This  erythematous  type  is 
much  more  common  than  the  vesicular  form,  and  it  is  evident 
that  the  disease  really  belongs  to  Erythema  Multiforme,  to 
which  it  also  conforms  in  its  distribution,  course,  and  tendency, 
to  seasonal  recurrence.  The  patient,  from  whom  the  drawing 
for  this  figure  was  taken,  was  a  woman  aged  twenty-one, 
who  came  to  University  College  Hospital  on  June  2nd,  1894, 
with  an  eruption  which  had  been  developing  for  ten  days.  It 
was  fairly  symmetrically  distributed  on  the  back  of  the  hands 
and  the  wrists,  but  there  was  rather  more  eruption  on  the 
right  arm  than  on  the  left ;  there  was  a  patch  of  eruption 
about  an  inch  and  a  half  in  diameter  on  the  right  side  of 
the  face,  and  there  were  slightly  developed  lesions  on  both 
orbits.  She  stated  that  she  had  been  subject  to  the  eruption 
for  a  year,  and  had  had  several  attacks,  but  that  none  of 
them  were  quite  as  marked  as  this  one.  The  eruption  was 
attended  with  slight  itching  and  burning,  but  there  were  no 
other  symptoms.  She  was  in  fairly  good  health  except  that  she 
was  subject  to  articular  rheumatism  which  first  attacked  her 


when  she  was  ten  years  old,  after  scarlet  fever.  The  treatment 
adopted  was  the  administration  of  salicylate  of  soda  in  ten 
grain  doses,  three  times  a  day,  and  locally,  calamine  lotion 
was  painted  on  and  allowed  to  dry,  and  under  this  treatment 
the  eruption  faded  in  about  ten  days. 

Figure  3  shows  Erythema  Nodosum  as  it  appears  when 
the  upper  limbs  are  attacked.  They  are,  however,  never  in 
my  experience  alone  attacked,  the  lower  limbs  being  also 
involved  and  the  attack,  when  all  four  limbs  are  thus  affected, 
is  a  severe  one.  On  the  other  hand,  it  is  quite  common  for 
the  lower  limbs  alone  to  be  attacked  and  the  disease  in  this 
situation  is  well  known  to  all  practitioners. 

The  individual  lesions  on  the  lower  limbs  are  much  larger 
and  more  tumour-like,  forming  oval  swellings  over  the  tibite 
from  a  pigeon’s  to  a  hen’s  egg  in  size,  with  the  long  axis 
parallel  to  the  axis  of  the  limb  ;  as  a  rule,  not  more  than  from 
three  to  six  tumours  are  present  on  each  limb  and  often  only 
one.  The  swellings  shade  off  imperceptibly  into  the  normal 
tissues,  are  bright  red  in  the  centre  at  first,  but  soon  acquire  a 
livid  hue.  They  are  tender  and  painful,  rather  firm  at  first,  but 
soften  later  and  give  a  semi-fluctuating  sensation  to  the 
lingers,  but  they  never  suppurate,  but,  after  lasting  eight  or 
ten  days,  undergo  resolution,  subsiding  and  fading  with  bruise¬ 
like  colour  changes.  From  successive  fresh  lesions,  the  disease 
as  a  whole,  may  last  three  or  four  weeks.  The  onset  of  the 
disease  is,  in  marked  cases,  attended  with  articular  pains  and 
febrile  symptoms,  a  furred  tongue,  a  feeling  of  lassitude  and 
malaise  and  an  elevation  of  temperature  to  102°  F.  or  103°  F. 
On  the  other  hand,  except  the  articular  pains,  which  are 
seldom  quite  absent,  no  general  symptoms  are  observed  in 
mild  cases.  Recurrences  are  much  less  frequent  than  in  the 
other  forms  of  erythema  exudativum.  A  rheumatic  taint  is 
very  frequently  present,  the  patient  or  one  of  the  family  having 
suffered  from  acute  rheumatism,  and  cardiac  inflammation  with 
or  without  arthritis,  has  been  observed  in  erythema  nodosum  ; 
defective  sanitation  and  probably  chills  are  also  etiological 
factors,  the  latter  as  excitants.  Some  writers  regard  the 
disease  as  an  acute  specific  one,  and  some  observers  have 
described  bacilli  and  spores,  although  corroboration  is  re¬ 
quired  before  these  views  can  be  accepted.  They  find  some 
support  in  the  efficacy  of  salicylates,  which,  with  rest  of  the 
affected  limbs  in  a  horizontal  position,  is,  as  a  rule,  all  that 
is  required  in  the  early  stage,  while  ferruginous  tonics,  gener¬ 
ally  the  perchloride,  are  indicated  in  a  more  advanced  condition. 
The  history  of  the  following  case  shows  that  it  was  one  of 
more  than  average  severity,  and  in  an  adult  above  the  usual 
age,  two-thirds  of  the  cases  occurring  between  the  ages  of  ten 
and  thirty  years.  The  great  majority  are  of  the  female  sex. 


Emily  Poole,  cet.  38,  was  admitted  into  University  College 
Hospital  on  July  17th,  1893.  She  had  had  aching  of  the 
limbs  for  several  weeks  before  admission,  but  on  July  6th 
she  felt  ill,  and  had  a  sore  throat ;  on  the  13th,  her  throat 
still  continued  sore,  and  the  rash  began  on  the  legs ;  the 
pains  and  eruption  increased  until  the  day  of  her  admission. 
She  had  a  similar  attack  in  1887  and  again  in  1890 ;  she 
frequently  has  to  lay  up  for  two  or  three  days  with  general 
aching  pains ;  there  was  no  history  of  rheumatism  in  her 
family.  On  admission,  she  was  found  to  be  a  healthy-looking. 
well-nourished  woman.  She  complained  of  pains  in  the  small 
joints  of  the  hands  and  feet  and  in  the  ankles,  knees  and  back; 
there  was  swelling  and  tenderness  of  the  affected  joints;  the 
throat  was  red,  but  there  was  not  much  inflammation  there. 
On  the  extensor  aspect  of  the  right  forearm,  there  were 
upwards  of  a  score  of  rose-red  flatly  convex  patches  and 
macules  from  a  quarter  to  one  inch  in  diameter.  They  ex¬ 
tended  up  the  extensor  aspect  of  the  arm,  and  were  especially 
aggravated  over  the  elbow ;  there  was  one  over  the  middle 
of  the  deltoid.  They  were  very  slightly  raised  above  the 
surface,  slightly  indurated  and  tender;  there  was  one  also 
on  the  inner  aspect  of  the  dorsum  of  the  fourth  metacarpo¬ 
phalangeal  joint.  On  the  left  arm  along  the  line  of  the 
metacarpo-phalangeal  joint  of  the  palm,  there  was  a  raised 
indurated  rose-red  swelling,  apparently  composed  of  two  or 
three  coalescing  nodules. 

There  was  a  similar  one  on  the  first  knuckle,  and  two 
or  three  macules  along  the  ulnar  border  of  the  hand.  Along 
the  ulnar  aspect  of  the  forearm,  there  were  about  a  dozen 
raised  nodules,  from  a  half  to  one  inch  in  diameter,  and 
just  below  and  above  the  elbow  there  were  two  raised  and 
indurated  patches  about  two  inches  in  diameter.  On  the 
extensor  aspect  of  both  legs,  there  was  a  similar  eruption ; 
the  patches  were  from  a  quarter  to  an  inch  in  diameter, 
slightly  indurated  and  very  tender.  The  eruption  extended 
from  below  the  ankles  to  above  the  knees.  There  was  one  spot 
on  each  foot,  and  there  were  one  or  two  spots  on  the  calves. 
The  temperature  was  from  100°  F.  to  102'8°F.  on  admission, 
but  came  down  gradually  and  first  touched  the  normal  on 
July  21st;  the  temperature  was  not  permanently  down  until 
the  27th.  The  eruption  extended  somewhat  for  a  few  days, 
and  the  drawing  was  made  on  the  19th,  when  many  of  the 
discrete  nodules  had  coalesced.  She  was  given  for  the  first 
four  days,  15  grains  of  salicylate  of  soda  every  four  hours.  On 
the  21st,  this  was  changed  to  an  effervescing  citrate  of  potash 
mixture  with  a  grain  of  quinine  in  each  dose,  and  the  limbs 
were  wrapped  in  wool.  She  gradually  improved  and  was 
discharged  convalescent  on  August  8th. 


PURPURIC  ERYTHEMA. 


T)ELIOSIS  RHEUMATICA,  or,  as  it  is  often  called,  Purpura 

Rheumatica,  is  really  a  variety  of  erythema  multiforme, 
in  which  extravasation  of  blood  takes  place  in  the  lesions  and 
masks  the  original  eruption.  The  spots  or  patches  are  always 
most  abundant  in  the  region  of  the  joints,  and  articular 
pains  more  or  less  pronounced  precede  and  accompany  the 
outbreak. 

The  patient  frequently  complains  also  of  malaise  and 
lassitude,  and  the  joints  in  addition  to  being  painful  are 
often  slightly  swollen  and  tender.  After  the  pains  have 
lasted  a  day  or  two,  during  the  evening  or  in  the  night  the 
eruption  appears,  and  then  the  pains  usually  abate.  The 
joints  most  constantly  affected  are  the  knees  and  ankles, 
but  the  elbows  and  wrists  are  also  frequently  involved  ;  the 
trunk  is  seldom  affected.  In  some  cases,  the  eruption  precedes 
the  pain ;  the  skin  lesions  are  often  bright  red  at  first,  but 
the  colour  is  unaltered  by  pressure  and  the  tint  soon  becomes 
purplish  in  hue  ;  in  a  few  cases,  there  are  haemorrhages  without 
any  other  eruption,  exactly  like  an  ordinary  purpura ;  the 
temperature  may  be  slightly  raised,  ranging  from  100°  F. 
to  102°  F.;  the  pains  usually  subside  in  two  or  three  days, 
but  the  haemorrhagic  lesions  take  a  week  or  two  to  be 
absorbed.  Similar  attacks  tend  to  recur  in  ten  days  to  two 
or  three  weeks,  and  the  whole  phenomena  are  repeated  in 
the  same  or  in  different  joints.  In  some  cases,  such  as  the 
one  selected  for  illustration  (Figure  1),  visceral  instead  of 
arthritic  complications  occur,  and  blood  may  be  vomited  or 
extravasated  from  the  stomach,  the  intestines,  or  the  kidneys. 
The  patient  from  whom  the  drawing  was  taken  was  under 
the  care  of  my  colleague  Dr.  Poore,  who  was  kind  enough 
to  allow  me  to  make  use  of  the  case.  The  patient,  Samuel 
H„  aged  30,  was  an  omnibus  driver.  He  was  admitted  into 
University  College  Hospital  on  January  22nd,  1889,  complain¬ 
ing  of  great  pain  in  the  umbilical  region,  general  aching  of 
the  limbs  and  trunk,  nausea  and  vomiting,  diarrhoea  and 
blood  from  the  stools. 

His  family  history  was  good,  except  that  he  had  a 
sister  who  was  attending  the  Hospital  with  Lupus  ery¬ 
thematosus.  He  was  not  guilty  of  any  excesses  either  of 
smoking  or  drinking,  and  his  general  health  had  been  very 
good,  except  for  the  last  fifteen  years  he  had  noticed  at  times 
a  red  rash  on  his  arms  and  legs,  accompanied  by  stiffness 
of  the  joints,  which  disappeared  when  he  got  warm.  The 
present  illness  began  on  December  30th,  1888,  with  a  rash 
which  came  out  on  the  arms  and  legs,  not  attended  with 
itching,  but  with  a  feeling  of  stiffness  in  the  limbs.  On 
January  the  3rd  he  had  some  diarrhoea,  which  increased 
daily  until  January  12th,  when  he  vomited  a  greenish-yellow 
fluid  with  some  blood.  He  continued  to  get  worse  daily, 
his  stools  being  mixed  with  blood,  until  his  admission  to  the 
hospital  on  January  21st.  On  January  22nd  some  dark, 
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purple  spots  were  seen  for  the  first  time  on  the  left  buttock, 
the  elbows  and  the  knees,  and  the  back  of  the  forearms ; 
they  varied  in  size  from  a  pin’s  head  to  a  quarter  of  an  inch 
in  diameter,  but  the  affected  part  was  somewhat  stiff ;  he 
vomited  three  times  during  the  night,  bringing  up  an  acid 
green  fluid  which  contained  blood.  The  next  day,  however, 
he  was  better,  there  was  less  pain,  there  was  no  vomiting, 
and  the  stools  were  less  frequent.  He  continued  to  improve 
until  January  25th,  when  the  abdominal  pain  returned ;  he 
complained  of  sore  throat,  was  in  great  pain,  and  passed  two 
stools. 

The  stools  were  a  thick  fluid  of  a  yellowish-grey  0010111', 
with  some  blood,  slime,  and  a  jelly-like  substance,  with  here 
and  there  a  few  scybala.  O11  the  28th,  the  patient  was  much 
better  ;  there  was  a  copious  deposit  of  urates.  Later,  how¬ 
ever,  in  the  day,  the  pain  in  the  hypogastric  region  returned, 
and  he  passed  two  stools,  and  the  pain  was  so  great  that 
he  had  to  have  a  hypodermic  injection  of  morphia.  On  the 
29th  he  was  free  from  pain,  but  there  was  a  fresh,  purplish- 
red  eruption  on  the  inside  of  the  left  foot  and  ankle. 
Examination  of  the  blood  showed  that  the  haemoglobin  was 
58  per  cent.;  red  corpuscles,  60  per  cent.;  white  corpuscles, 
1  in  290.  On  the  30th,  the  rash  on  the  elbows,  shins,  and 
ankles  was  slowly  disappearing.  On  February  4th,  he  was 
better  than  he  had  been  from  the  commencement  of  his 
illness,  the  urine  was  quite  normal.  This  was  maintained 
up  till  the  the  8th,  when  the  vomiting  returned,  the  patient 
bringing  up  a  bright-green  fluid  and  subsequently  blood ; 
at  the  same  time  a  purpuric  eruption  appeared  on  the  back 
of  both  wrists  and  on  the  elbows.  I  saw  him  on  the  9th, 
when  he  was  still  vomiting  green,  bile-stained  fluid,  and  the 
rash  had  increased  and  was  markedly  haemorrhagic,  especially 
over  the  right  elbow.  By  my  advice  5  grains  of  quinine  were 
injected  per  rectum.  On  the  10th  he  was  rather  better, 
but  he  still  vomited  occasionally,  and  many  of  the  purpuric 
papules  had  become  blood-stained  vesicles.  The  next  day 
there  was  still  further  improvement,  and  on  the  12th,  while 
his  general  condition  was  better,  there  was  an  increase  of 
the  haemorrhagic  eruption  ;  the  urine  was  normal,  with  the 
exception  of  a  trace  of  albumen.  By  the  13th  the  purpuric 
rash  was  dying  away,  and  the  vesicles  had  ruptured  and 
dried  up.  On  the  14th  he  again  vomited  some  pale,  greenish 
fluid,  and  on  the  15th  he  had  some  difficulty  in  breathing ; 
but  from  this  time  he  gradually  improved,  and  was  dis¬ 
charged  convalescent  at  the  end  of  the  month.  The  drawing 
was  taken  on  February  10th,  just  after  I  had  seen  him  during 
an  exacerbation.  Owing  to  the  continued  vomiting  and 
intestinal  haemorrhage  his  strength  was  so  greatly  reduced, 
and  he  became  so  emaciated,  that  shortly  after  the  drawing 
was  taken  it  was  feared  that  he  would  die,  but  by  carefully 
feeding  him  per  rectum,  and  as  soon  as  his  stomach  would 


bear  it  by  the  mouth  also,  lie  was  enabled  to  rally,  and 
eventually  made  a  good  recovery. 

Figure  2  represents  a  variety  of  haemorrhagic  erythema, 
differing  in  its  distribution  and  etiology  from  the  last  form, 
which  is  called  Erythema  Haemorrliagicum  or  Purpuricum. 
It  is  a  condition  closely  allied  to  peliosis  rheumatica,  as  far 
as  the  eruption  is  concerned,  namely,  a  papular  erythema, 
either  brightish  red  or  of  a  more  or  less  purple  tint,  quite 
unaltered  by  pressure.  As  a  rule,  however,  general  symptoms 
are  absent,  except  perhaps  slight  pains  in  the  joints  and 
oedema  of  the  legs.  In  some  of  the  lesions,  the  haemorrhage 
is  sufficient  to  destroy  the  vitality  of  the  skin  and  a  slough 
ensues.  After  the  slough  has  separated  a  sharply-defined 
ulcer  with  steep  edges  is  produced,  which,  unless  its  mode 
of  formation  has  been  observed  may  be  easily  mistaken  for 
a  broken  down  syphilitic  gumma.  The  difficulty  may  be 
increased  owing  to  the  stains  left  by  the  fading  eruption  ; 
the  mode  of  development  of  both  the  ulcer  and  the  eruption, 
and  the  absence  of  other  signs  of  syphilis,  point  to  its  non¬ 
specific  origin. 

The  patient,  Eliza  W.,  aged  20,  was  a  dressmaker,  who 
came  to  University  College  Hospital  on  June  4tli,  1892.  She 
said  the  eruption  began  on  the  legs  six  days  previously,  but 
when  she  came  under  observation  the  arms  were  also  involved. 
The  eruption  was  very  abundant  on  the  legs  below  the  knee, 
especially  on  the  inner  side.  On  the  upper  two-thirds  of 
the  leg  the  rash  was  of  a  lilac  hue,  and  consisted  of  discrete 
papules,  from  a  pin’s  head  to  a  hemp  seed  in  size,  but  in  many 


places  they  had  coalesced  into  irregular  patches.  The 
papules  were  seated  for  the  most  part  round  or  at  the  side 
of  a  hair  follicle.  On  the  lower  third  of  the  leg  was  a  diffuse 
patch  as  large  as  the  hand,  half  encircling  the  limb,  of  a 
purplish-red  tint,  with  deep  purple  spots  interspersed.  This 
part  of  the  leg  was  swollen  and  very  tender,  especially  at 
the  ankle,  where  the  colour  was  of  a  pale  red ;  on  the  inner 
border  of  the  foot  were  some  bright  pink  papules,  slightly 
elevated  above  the  surface.  None  of  the  lesions  were  altered 
in  the  least  degree  by  pressure.  On  the  upper  limbs,  the 
eruption  was  chiefly  on  the  extensor  aspect  of  the  forearms 
and  wrists,  and  existed  only  in  a  slight  degree  on  the  flexor 
aspect  of  the  upper  arm.  The  rash  on  the  arm  had  only 
existed  for  twenty-four  hours,  and  the  papules  were  of  a 
bright-red  tint,  like  that  on  the  inner  border  of  the  foot, 
which  appeared  at  the  same  time,  together  with  a  few  spots 
on  the  thighs.  The  patient  said  she  was  well  up  to  about 
ten  days  previously,  and  then  three  days  before  the  rash  she 
had  some  shiverings,  but  did  not  feel  ill  in  any  other  way. 
When  she  came  to  the  Hospital  she  was  slightly  anaemic 
and  felt  rather  languid,  and  her  ankles  ached.  She  was  not 
ill  in  any  other  way. 

Ten  minims  of  oil  of  turpentine  in  an  acacia  emulsion 
were  given  three  times  a  day,  but  when  seen  again  on  June 
the  11th,  the  legs  were  covered  with  large  bullae,  which  burst 
and  left  small  ulcerating  patches  of  a  sloughy  character. 
Iodoform  ointment  was  ordered  for  the  legs,  and  perchloride 
of  iron  was  given  internally.  Under  this  treatment  the  sores 
healed  and  the  eruption  ceased  to  appear. 


PURPURIC  ERYTHEMA 


Fig.  i.— PELIOSIS  RHEUMATICA. 


URTICARIA  PAPULOSA 

Synonym,  LICHEN  URTICATUS. 


JJRTIOARIA  is  an  angio-neurosis  of  very  protean  aspect. 

Its  most  striking  characteristic  is  that  the  lesions 
are  of  transitory  duration,  lasting  for  minutes  or  hours, 
rarely  longer.  Their  presence  is  almost  invariably  attended 
with  burning,  tingling,  or  itching  during  the  whole 
period  of  their  onset,  acme,  and  decline.  Owing  to  the 
transitory  duration  of  the  wheals,  it  often  happens  that  there 
is  no  eruption  out  when  the  patient  presents  himself,  but  the 
history,  that  itching  white  or  pink  bumps  come  in  crops  and 
die  away  spontaneously,  is  sufficient  for  the  diagnosis.  The 
average  size  of  a  wheal  is  about  that  of  a  finger  nail,  but 
they  may  be  of  any  size,  from  a  pin's  head  to  a  goose’s  egg, 
or  even  larger,  involving  a  large  part  of  a  limb.  This  diffuse 
form  is  sometimes  called  by  another  name  “  circumscribed 
oedema/’  While  a  typical  wheal  is  white  with  a  pink  areola, 
when  the  serous  effusion  which  produces  the  lesion  by  pushing 
up  the  epidermis  is  moderate  in  amount,  the  colour  may  be 
uniformly  pink,  or  haemorrhage  may  occur  into  a  wheal  and 
then  it  is  purple,  while  the  persistent  wheal-like  lesions  of 
urticaria  pigmentosa  are  yellow. 

While  most  wheals  are  convex  and  roundish,  there  is  a 
condition  of  the  skin  in  which  the  vasomotor  nerves  are  in  so 
irritable  a  state  that  wheals  are  produced  of  any  shape,  that 
may  be  impressed  upon  the  skin,  or  traced  by  a  pointed  instru¬ 
ment.  This  condition  is  called  urticaria  factitia,  or  by  some 
French  writers  “  dermographism.” 

It  has  been  said  that  the  lesions  of  urticaria  are  transitory, 
but  in  the  two  forms  selected  for  illustration — one  a  common, 
the  other  a  rare  affection — the  main  characteristic  is  an 
exception  to  this,  the  lesions  being  very  persistent.  In  the 
common  affection,  the  urticaria  of  children,  the  wheals  are 
transitory  for  the  most  part,  but  an  itching,  persistent  papule 
is  left,  and  the  secondary  results  of  violent  scratching  are  the 
most  striking  features.  In  the  rare  condition,  'urticaria 
] pigmentosa ,  the  lesions  are  also  very  persistent,  and  often  last 
for  many  years,  though  it  is  usual  to  find  transitory  and 
factitious  lesions  as  well.  (See  Plate  VI.) 

Plate  V.  illustrates  a  very  common  affection  of  infancy  and 
childhood,  the  real  nature  of  which  is  often  overlooked  on 
account  of  the  prominence  of  the  secondary  lesions  produced 
by  scratching,  and  the  frequent  absence  of  wheals  at  the  time 
the  child  is  presented  for  examination. 

Figure  1  shows  the  forearm  of  an  infant,  set.  8-g  months 
old,  in  whom  the  disease  had  only  shown  itself  for  about  a 
week.  The  extensor  aspect  of  the  forearm  was  covered  with 
white  elevations  of  the  skin  not  larger  than  a  hemp  seed  and  a 
faint  pink  areola  surrounded  most  of  them.  These  lesions 
were  small  wheals,  and  the  case  was  selected  for  illustration 


because  it  showed  the  early  lesions  uncomplicated  by  the 
secondary  results  of  scratching.  The  child  was  fairly  well 
nourished  and  not  apparently  ill,  but  careful  inquiry  showed 
that  she  had  been  hand-fed,  and  that  the  motions  were  not 
healthy,  being  variable  in  colour,  usually  pale  or  green,  and 
that  they  frequently  contained  mucus. 

Figure  2  shows  the  back  of  an  older  child  of  four  years 
in  whom  the  disease  had  existed  off  and  on  from  infancy — 
generally  improving  in  the  winter  and  undergoing  aggravation 
in  the  spring  and  summer. 

The  eruption  predominated  in  the  lower  part  of  the  back 
and  on  the  extensor  aspect  of  the  limbs,  but  no  part  of  the 
body  which  the  child  could  reach  to  scratch  was  quite  free. 

The  lesions  were  scabbed-topped  papules,  linear  excoriations; 
some  thickening  of  the  skin,  and  a  few  irregularly  outlined 
scabbed  patches  with  inflammatory  areolse,  but  these  last  were 
not  situated  in  parts  visible  in  the  Plate.  All  the  lesions  were 
those  which  go  to  form  the  picture  of  the  “scratched  skin,” 
and  are  to  some  extent  suggestive  of  scabies,  for  which  this 
disease  is  often  mistaken,  but  enquiry  showed  that  the  disease 
had  been  going  on  for  years  ;  that  from  time  to  time  white  or 
pink  wheals, — “  blisters  ”  the  mother  called  them, — came  out 
suddenly,  chiefly  at  night,  and  after  remaining  for  a  variable 
number  of  hours  subsided,  leaving  a  small,  red,  obtusely 
conical,  itching  papule,  the  top  of  which  became  scratched  off 
and  formed  the  smaller  scabbed  lesions  alluded  to  above.  The 
larger  scabbed  patches  were  those  of  impetigo  contagiosa,  or 
as  it  is  often  called,  ecthyma,  and  were  due  to  inoculable  pus, 
some  of  the  excoriations  having  been  infected  by  staphylococci 
from  the  nails  of  the  patient  or  from  the  atmosphere. 

The  child  was  thin  and  pale,  the  appetite  was  capricious, 
the  bowels  were  irregular,  the  motions  were  sometimes  scanty 
or  fairly  normal,  more  frequently  they  were  large,  light- 
coloured,  or  not  uniform  in  colour,  and  frequently  contained 
mucus,  in  short  this  one,  like  the  other  case,  suffered  from 
gastro-intestinal  catarrh,  but  of  long  duration. 

Diagnosis. — Few  common  diseases  so  frequently  lead  to  errors 
of  diagnosis  as  the  urticaria  of  children.  The  severe  and 
persistent  itching,  and  the  consequent  violent  scratching  and 
its  results,  are  so  suggestive  of  scabies  that  the  medical  man  is 
apt  to  overlook  the  element  of  time,  which  in  most  cases 
should  prevent  that  mistake.  A  case  of  scabies  in  a  child, 
which  had  lasted  several  years,  would  present  much  more 
extensive  and  severe  lesions,  than  such  a  case  as  the  one  under 
consideration.  The  scabies  case  would  be  a  mass  of  scabs  and 
sores.  Moreover,  nearly  all  the  cases  of  urticaria  of  long 
duration  have  been  treated  for  itch  at  some  time  or  other 


without  benefit.  The  distinctive  lesions  of  scabies,  the 
burrows,  the  small  vesico-pustules  between  the  fingers,  and 
the  more  severe  inflammatory  lesions  usually  attendant  on 
scabies  in  a  child,  would  of  course  be  absent  in  chronic 
urticaria,  but  a  difficulty  occasionally  arises  from  urticaria 
being  sometimes  a  complication  of  scabies,  as  it  may  be  of  any 
other  external  irritation — e.g.,  flea-bites,  bug-bites,  &c.  Here 
again  duration  will  often,  though  not  always,  be  the  guide, 
together  with  the  presence  or  absence  of  the  special  lesions  of 
the  parasite.  Some  authors,  however,  insist  that  this  urticaria 
of  childhood  is  always  the  offspring  of  some  sort  of  parasitic 
irritation,  but  this  I  feel  sure  is  a  mistake,  the  cause  being  in 
the  great  majority  of  cases  chronic  gastro-intestinal  catarrh. 

Treatment. — The  internal  treatment  should  be  that  for 
gastro-intestinal  catarrh,  while  the  chief  aim  of  external 
treatment  should  be  directed  to  affording  relief  to  the  itching, 
so  as  to  obviate  the  necessity  of  scratching. 

The  child  should  be  clad  entirely  with  woollen  under¬ 
clothing,  especially  warm  over  the  abdomen ;  sweets  in  all 
forms  should  be  entirely  cut  off,  and  starch  food  much 
diminished  and  never  given  except  with  malt  extract. 
Therefore  no  potatoes  should  be  given,  and  bread  and  milk  and 
farinaceous  foods  should  be  sweetened  with  malt  extract,  and 


thin  toast  substituted  for  bread  as  far  as  possible.  Milk,  eggs, 
and  meat  may  be  allowed,  according  to  the  age  of  the  child. 

For  medicine — bicarbonate  of  soda,  carbonate  of  bismuth, 
and  carminatives  are  the  chief  drugs.  Spirit  of  chloroform 
may  be  added  when  there  is  much  looseness  of  the  bowels,  or 
if  there  is  constipation,  Carlsbad  salt  two  or  three  times  a  week 
for  children  over  six  years,  and  small  doses  of  cascara  extract 
for  younger  children,  but  more  frequently,  the  bowels  require 
controlling  rather  than  laxatives. 

Externally,  there  are  many  antipruritic  lotions  to  be 
sponged  on  whenever  there  is  itching.  One  of  the  best  is  of 
liquor  carbonis  detergens  in  the  proportion  of  3i.  or  3ij.  to  jjviij. 
of  water.  Sometimes  camphor  ball,  rubbed  on,  is  a  convenient 
mode  of  affording  relief.  Whoever  has  charge  of  the  child 
should  be  very  watchful  to  make  the  applications  as  soon  as 
it  begins  to  scratch,  as  scratching  keeps  up  the  irritability  of 
the  skin.  Any  ecthymatous  sores  should  have  the  diluted 
ammoniated  mercury  ointment  freely  smeared  on  after  softening 
and  removing  the  crusts.  The  measures  adopted,  especially  as 
regards  diet  and  clothing,  should  be  pursued  unremittingly 
for  many  months  in  the  chronic  cases,  and  great  care  should  be 
taken  to  impress  the  parents  with  the  necessity  of  not  relaxing 
their  vigilance  so  long  as  the  catarrh  exists,  a  single  indulgence 
often  upsetting  weeks  and  even  months  of  care  and  treatment. 


PLATE  V. 


h  • 


Fig.  2.— LATER  STAGE. 


Fig.  i.— EARLY  STAGE. 


URTICARIA  PAPULOSA. 


URTICARIA  PIGMENTOSA. 


piGMENTATION  persisting  on  the  site  of  wheals  may 
be  seen  occasionally  at  all  ages,  but  the  Urticaria 
Pigmentosa  about  to  be  described,  is  a  special  disease  com¬ 
mencing  in  early  infancy,  though  it  may  last  throughout  the 
whole  of  childhood  and  even  longer.  Nearly  all  the  cases  of 
all  forms  begin  before  the  first  six  months  of  life,  and  in  many 
cases  the  disease  appears  to  be  present  at  birth.  In  one  parti¬ 
cular  there  is  a  striking  difference  between  it  and  the  ordinary 
forms  of  Urticaria,  namely,  that  the  most  characteristic  lesions 
are  very  persistent,  lasting  sometimes  for  many  years,  while  in 
most  urticarias  the  transitory  duration  of  the  lesion  is  the  most 
characteristic  feature.  The  cases  may  be  divided  into  three 
classes — the  macular,  the  nodular,  and  the  mixed  form.  In  the 
macular  type  there  is  little,  if  anything,  more  than  persistent 
pigmentation  left  when  the  wheal  subsides,  but  ordinary 
wheals  come  out  from  time  to  time,  and  factitious  urticaria  is 
usually  present.  The  macular  form  is  the  one  to  which  the 
name  which  has  now  gained  general  acceptance  was  first  given, 
but  it  is  not  very  appropriate  to  the  other  forms  to  which  it  has 
extended. 

The  nodular  type  was  first  described  under  the  title  of 
Xanthelasmoidea  on  account  of  the  resemblance  of  the  lesions 
to  those  of  Xanthoma,  and  even  to  this  day  cases  of  this  form 
are  occasionally  described  in  the  journals  as  instances  of 
Xanthoma  in  children.  It  is  for  this  reason  that  this  variety 
has  been  selected  for  illustration  in  the  present  case. 

The  third,  or  mixed  type,  has  more  of  the  urticarial 
character  in  the  permanent  lesions ;  the  yellow  tint  is  usually 
not  so  marked,  while  ordinary  wheals  frequently  come  out 
with  or  without  factitious  urticaria. 

Itching  may  be  a  prominent  feature  or  almost  absent  in  all 
three  types. 

The  patient  represented  in  the  plate  was  a  boy  aged  12 
months,  who  was  brought  to  the  East  London  Hospital  for 
Children,  in  June  1886.  He  was  a  well-nourished,  fairly 
healthy-looking  child,  and  was  quite  healthy  at  birth,  and, 
with  the  exception  of  the  rash,  remained  so  up  to  the  age  of 
eight  months,  when  he  was  weaned ;  he  had  never  been 
vaccinated. 

The  eruption  began  when  he  was  five  weeks  old,  without 
apparent  cause,  on  the  head  and  back  between  the  shoulders, 
and  in  the  course  of  two  months  affected  in  some  degree  all 
regions  of  the  body  ;  only  one  or  two  lesions  appeared  at  a 
time,  on  an  average  not  more  than  half  a  dozen  in  a  week,  but 
during  the  six  months  previous  to  his  coming  to  the  hospital 
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two  or  three  had  been  appearing  every  day.  Each  lesion 
began  as  a  red  raised  nodule,  attaining  to  the  size  of  a  large 
pea  in  a  few  minutes  ;  much  of  this  subsided  in  the  course  of  a 
few  hours,  leaving  a  yellow  moderately  elevated  nodule,  which 
remained  unchanged  for  an  indefinite  time.  Sometimes  a  bulla 
with  clear  contents  formed  on  the  wheal-like  swelling,  ante¬ 
cedent  to  the  yellow  nodule.  When  the  wheal  first  appeared  it 
itched  severely,  and  was  then  scratched  into  a  scab,  and  when 
that  came  off  the  permanent  nodule  was  left ;  the  latter  varied 
from  a  hemp  seed  to  a  small  bean,  was  round  or  oval,  with  a 
convex  smooth  surface ;  it  paled  slightly  on  pressure,  and 
varied  in  tint  from  a  pale  buff  to  a  yellow  or  deep  brown,  the 
pigmentation  being  greatest  at  the  periphery,  whilst  the  apex 
was  often  of  a  pale  yellow  or  reddish  tint.  In  the  groins  some 
of  them  were  flattened  down  and  had  left  only  pigmentation. 

There  were  no  wheals  of  the  ordinary  character  observable 
when  the  child  came  to  the  hospital,  nor  could  factitious  urti¬ 
caria  be  produced.  The  distribution  of  the  nodules  was  as 
follows  : — On  the  scalp,  they  were  abundantly  and  irregularly 
scattered  all  over,  but  were  most  abundant  on  the  vertex  ;  they 
were  sparse  on  the  forehead  and  tended  to  group  irregularly 
on  the  temples ;  there  were  some  also  on  the  back  of  the 
auricles ;  on  the  face,  the  centre  was  clear,  but  there  were  a 
few  on  the  sides ;  on  the  neck,  they  were  abundant  about  the 
nape,  but  there  were  only  a  few  on  the  sides  and  front ;  on  the 
chest,  the  centre  was  clear,  but  there  were  about  a  dozen  on 
each  side  in  the  neighbourhood  of  the  nipple  ;  on  the  abdomen, 
there  were  about  a  dozen  and  a  half  scattered  about,  and  there 
were  about  half  a  dozen  in  each  axillary  region  ;  the  distribu¬ 
tion  on  the  back  was  as  shown  in  the  plate  ;  on  the  upper  limbs 
there  were  about  a  dozen  on  the  arms,  on  the  inner  side  of  the 
left  and  the  outer  side  of  the  right ;  there  were  rather  more  on 
the  forearms  on  both  surfaces  of  the  left,  but  chiefly  on  the 
extensor  surface  of  the  right ;  there  were  a  few  on  the  backs  of 
the  hands  and  a  few  on  each  palm ;  on  the  groins,  they  were 
thickly  set  and  partly  coalescent ;  there  were  only  a  few  on  the 
pubes  and  roots  of  the  penis  ;  there  were  a  few  also  about  the 
anus,  but  none  nearer  than  half  an  inch  from  the  orifice ;  only 
on  the  lower  limbs  they  were  sparse  all  down  the  thighs  and 
legs,  rather  more  on  the  back  than  on  the  front ;  there  were  a 
few  on  the  dorsum  of  the  feet,  some  on  the  right  sole,  and 
traces  of  them  on  the  left. 

The  child  was  in  the  hospital  for  about  three  weeks,  during 
which  period  no  fresh  lesions  appeared,  and  no  treatment  was 
therefore  attempted. 


PLATE  VI 


URTICARIA  PIGMENTOSA  (nodular  type). 


PRURIGO. 


J)RURIGO  is  a  very  chronic  disease,  in  which  constantly 
recurring  white  or  pale  red  convex  papules  develop, 
chiefly  on  the  extensor  surfaces,  accompanied  by  intolerable 
itching,  and  as  a  result  all  the  worst  secondary  consequences 
of  severe  scratching  ensue.  There  are  two  varieties — the 
Prurigo  Mitis  of  Willan  and  the  Prurigo  Ferox  of  Hebra, 
and  they  only  mark  the  extremities  of  a  chain  joined  by 
links  of  intermediate  severity.  The  disease  must  not  be 
confused  with  mere  pruritus  from  various  causes,  for  which 
the  name  prurigo  has  by  some  been  loosely  used.  When 
the  papules  first  develop  they  are  of  a  pale  red  colour,  more 
perceptible  to  touch  than  sight ;  but  as  a  consequence  of 
scratching,  they  become  more  raised,  of  a  deeper  red,  and 
with  a  dark  scab  or  blood  crust  at  the  apex.  In  size,  they 
are  from  a  large  pin’s  head  to  a  hempseed ;  they  are  not 
grouped  in  any  way,  but  are  most  abundant  and  highly 
developed  on  the  extensor  surfaces  of  the  extremities  and  the 
back  of  the  trunk.  A  few  papules  may  appear  upon  the 
face  and  the  flexor  aspect  of  the  limbs,  but  the  flexures,  the 
neck,  palms,  soles,  and  scalp  are  free.  The  intensity  of  the 
itching  produces  correspondingly  violent  scratching,  which 
leads  to  thickening  of  the  skin,  deepening  of  the  natural 
furrows,  pigmentation,  denudation  of  the  lanugo  hairs  of  the 
body,  and  constant  detachment  of  fine  scales.  In  prurigo 
mitis  there  will  not  be  other  symptoms — the  papules  may  be 
moderate  in  number  and  sometimes  limited  to  the  lower 
extremities  ;  but  in  prurigo  ferox  the  papules  and  scales  are 
large  and  abundant,  and  the  back  of  the  legs  and  arms  feel 
like  coarse  brown  paper,  so  that  this  sensation  is  in  itself 
almost  characteristic ;  secondary  lesions  also  are  invariably 
present,  and  form  an  essential  part  of  the  disease,  and 
in  some  cases  are  so  highly  developed  as  to  mask  the  nature 
of  the  affection.  This  is  especially  liable  to  occur  when 
secondary  eczema  is  extensive,  and  covers  the  surface  with 
discharge  and  crusts,  but  in  nearly  all  cases  the  freedom 
of  the  flexures,  in  contrast  with  the  intense  eczema  on  the 
other  portion  of  the  limbs,  should  excite  suspicion.  The 
other  secondary  lesions  are  urticarial  wheals,  ecthymatous 
sores,  and  sympathetic  enlargement  of  the  femoral  glands 
into  large  tuberous  masses,  while  those  of  the  other  limbs 
are  enlarged  to  a  minor  degree.  The  patients  are  generally 
pale,  but  there  is  no  special  departure  from  health,  except 
that  dependent  on  loss  of  sleep.  The  disease  as  a  rule 
begins  in  infancy,  and  there  is  much  reason  to  believe  that 
urticaria  papulosa  at  this  period  of  life  is  the  precursor.  But 
the  full  development  of  the  disease  is  not  reached  till  after 
the  second  or  as  late  as  the  fifth  year,  from  which  time, 
in  severe  cases,  there  is  no  real  change  for  the  rest  of  life, 
unless  the  disease  be  vigorously  and  persistently  treated 

at  an  early  period.  The  patient,  however,  has  remissions 
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and  exacerbations  of  his  malady,  and  treatment  will  at  all 
periods  bring  the  disease  into  temporary  abeyance ;  but  as 
soon  as  it  is  left  off  the  symptoms  gradually  reappear  until 
they  become  as  bad  as  ever.  The  prognosis  is  somewhat 
more  favourable  than  that  pronounced  by  Hebra,  if  the 
treatment  is  begun  in  the  first  decade  of  life  and  is  pursued 
vigorously  and  perseveringly. 

The  Plate  represents  a  case  of  medium  severity,  and  should 
be  compared  with  Plate  V.  of  urticaria  papulosa.  The  case  is 
somewhat  unusual  in  commencing  so  late  in  life,  but  is  not  unique 
in  this  respect.  The  patient  James  W.,  aged  7,  came  as  an  out¬ 
patient  to  University  College  Hospital  on  October  14th,  1891. 
The  mother  stated  positively  that  he  was  quite  well  until  a  year 
before,  and  that  he  then  presented  much  the  same  appearance 
as  when  the  drawing  was  taken,  but  was  not  quite  so  bad. 
He  improved  in  about  three  weeks,  but  never  got  quite 
well.  He  was  said  never  to  have  had  any  wheals,  but  only 
red  spots.  He  had  had  a  marked  exacerbation  during  the 
month  before  he  came  to  the  hospital.  When  first  seen  the 
eruption  was  over  the  whole  back,  the  abdomen,  and  the 
upper  part  of  the  chest.  It  was  not  so  highly  developed 
on  the  limbs,  though  as  usual  it  was  much  more  marked 
on  the  extensor  than  on  the  flexor  aspects,  and  the  flexures 
of  the  elbows  and  knees  were  quite  clear.  The  face  was  only 
slightly  affected.  The  eruption  consisted  solely  of  pale  red, 
convex,  slightly  elevated  papules,  most  of  them  crowned  with 
a  small  black  scab  the  size  of  a  pin’s  head.  The  skin  felt 
harsh,  dry,  and  rough  as  coarse  brown  paper.  There  were 
no  ecthymatous  sores  and  no  eczema.  The  glands  in  the  groin 
were  very  much  enlarged.  The  patient  complained  of  great 
itching,  and  there  was  abundant  evidence  of  free  scratching. 
The  disease  could  be  temporarily  removed  by  the  adoption 
of  the  following  treatment : — The  patient  was  kept  in  bed,  and 
every  other  day  a  bath  of  sulphide  of  potassium,  one  ounce 
to  thirty  gallons,  was  ordered,  and  the  patient  kept  in  it  for 
half  an  hour,  at  a  temperature  of  95°  F.  He  was  rubbed  with 
an  ointment  of  oil  of  Cade  twenty  minims,  to  an  ounce  of  zinc 
ointment.  Internally,  tincture  of  cannabis  indica  was  given, 
well  diluted,  three  times  a  day,  after  meals.  At  first  the 
dose  was  only  five  minims,  but  as  tolerance  was  established, 
it  was  increased  up  to  twenty  minims  three  times  a  day, 
without  any  general  ill  effect,  and  with  marked  alleviation  of 
the  pruritus.  Unfortunately  from  this  drug  the  effect  only 
lasts  as  long  as  the  drug  is  taken,  and  it  cannot  be  con¬ 
tinued  indefinitely,  as  it  leads  to  a  certain  amount  of 
desuetude  and  loss  of  memory,  which  however  is  only 
transient  if  the  medicine  is  stopped,  and  after  a  free  interval 
it  may  be  resumed,  provided  the  patient  can  be  kept  under 
observation. 
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ECZEMA  VESICULOSUM  ET  PUSTULOSUM. 


J^CZEMA  is  a  catarrhal  inflammation  of  the  skin,  which, 
in  its  weeping  form,  may  be  considered  as  the  type  of 
dermatitis,  but  it  presents  great  multiformity  of  aspect  as  the 
lesions  may  take  the  form  of  erythema,  papules,  vesicles, 
pustules,  scaly  or  scabbed  patches,  and  these  may  occur  either 
separately  or  combined  in  various  proportions  and  degrees.  In 
addition,  it  is  modified  by  locality,  as  on  the  palm  or  sole, 
the  flexor  or  extensor  aspect  of  a  limb,  &c.,  and  by  various 
secondary  changes,  which  are  especially  liable  to  occur  when 
the  disease  has  been  of  long  duration. 

There  are  three  primary  forms — the  vesicular,  the  papular, 
and  the  erythematous — of  which  all  the  other  varieties  may 
be  considered  as  modifications.  The  most  important  of 
these  are  the  pustular  and  squamous  types,  the  first  being 
the  vesicular  form  modified  by  the  presence  of  pus  cocci, 
and  the  second  is  a  further  development  of  the  ery¬ 
thematous  type.  Some  authors  add  to  this  Seborrhceic 
Eczema,  but  this  is  considered  and  exemplified  separately 
under  Seborrhceic  Dermatitis,  Plates  LXXX.,  LXXXI,  and 
LXXXII.  One  variety,  however,  has  been  represented  in 
this  part  of  the  work  at  Plate  XXI.,  as  there  was  no  room 
for  it  among  the  other  forms  of  Seborrhoeic  Dermatitis. 

Eczematous  inflammation  may  affect  the  skin  as  a  whole  or 
any  part  of  its  structure,  such  as  the  hair  follicle  or  sweat 
apparatus. 

The  three  primary  and  the  pustular  forms  have  many 
points  in  common.  They  are  all  acute  in  development,  but  of 
indefinite  duration  ;  while  each  has  its  special  seat  where  it  is 
seen  most  frequently  and  typically,  it  is  by  no  means  limited 
to  those  situations,  and  may  come  on  any  part  of  the  body. 
There  may  be  only  one  form  present,  and  it  may  run  its  own 
course  as  if  it  were  a  distinct  disease,  or  all  the  forms  may  be 
present  on  separate  portions  of  the  body,  or  more  or  less  mixed 
up,  showing  that  they  are  merely  variations  of  the  same  process. 
This  is  further  shown  by  the  frequent  presence  of  transitional 
conditions,  the  erythematous  and  papular  forms  may  develop 
into  the  vesicular  or  pustular  forms,  while,  as  already  pointed 
out,  the  pustular  and  squamous  types  are  respectively  mere 
modifications  of  the  vesicular  and  erythematous  types. 
The  process  may  stop  short  at  any  point,  so  that  while  one  part 
is  in  a  condition  of  the  most  intense  inflammation,  in  another 
the  disease  has  scarcely  passed  beyond  the  limit  of  congestion. 

When  not  due  to  a  local  irritation  all  forms  are  in  the  main 
symmetrical,  but  often  there  is  more  on  one  side  than  the 
other.  Some  authors  separate  all  forms  of  dermatitis  due  to 
local  irritants  from  eczema  proper.  This  is  possible  in  a  large 
number  of  cases  in  which  there  is  the  absence  of  grouping  of 
the  vesicles  or  other  lesions  excited,  and  limitation  of  the 
eruption  to  the  part  irritated.  Often,  however,  especially 
in  persons  predisposed  to  eczema,  the  distinction  is  impossible, 
the  lesions  being  not  only  like  the  ordinary  ones  of  eczema,  but 
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the  disease  spreads  from  the  primary  patch,  and  may  even 
arise  symmetrically  in  regions  away  from  the  starting  point. 

Whenever  there  is  an  eruption  present  with  a  history,  or  the 
presence  of  a  continuous  discharge  which  stains  and  stiffens 
linen,  the  case  is  one  of  eczema  ;  or,  if  the  disease  is  present  in 
one  of  the  primary  forms,  the  diagnosis  is  easy.  The  absence 
of  discharge  will  by  no  means  exclude  eczema,  as  in  eczema  of 
a  low  degree  of  intensity  the  eruption  may  be  dry  and  scaly 
throughout  its  course.  The  fact  of  the  discharge  being  con¬ 
tinuous  is  one  of  the  most  important  features,  as  most 
vesicular  eruptions  discharge  the  contents  of  the  vesicles,  and 
then  dry  up.  The  distinguishing  features  of  the  several  forms 
depicted  in  the  plates  will  be  pointed  out  in  the  description  of 
each  plate.  In  the  present  plate  two  of  the  principal  forms  of 
eczema  are  depicted. 

In  vesicular  eczema  the  leading  feature  is  the  presence  of 
minute  vesicles  grouped  closely  but  irregularly  on  a  bright  red 
inflammatory  base.  These  lesions  are  visible  on  the  neck  of 
the  patient  to  which  the  disease  had  only  recently  spread.  It 
is  common,  however,  for  these  vesicles  to  be  absent  when  first 
seen,  the  vesicles  having  ruptured,  or  their  development  having 
been  prevented  by  the  patient  scratching  the  inflamed  skin, 
so  that  it  becomes  excoriated,  and  gives  exit  to  the  serous  fluid, 
and  there  is  then  only  a  weeping  surface,  more  or  less  denuded, 
of  the  upper  layers  of  the  epidermis,  as  is  shown  in  the  face  of 
the  patient  here  represented.  The  part  is  swollen,  intensely  red, 
hot,  and  itches  and  burns  almost  intolerably.  The  itching  may 
be  relieved  when  the  vesicles  are  ruptured’  and  then  there  is 
only  burning. 

There  can  be  no  mistake  as  to  the  nature  of  the  eruption 
with  such  symptoms,  but  when  there  is  only  erythema  and 
swelling,  with  slight  roughening  of  the  surface,  it  is  not  unfre- 
quently  mistaken  for  erysipelas :  its  bilateral  commencement, 
the  skin  being  rough,  not  shining,  and  the  absence  of  the 
constitutional  symptoms  of  erysipelas,  should  prevent  error. 

The  general  principles  of  the  treatment  of  eczema  are  simple, 
but  their  successful  application  requires  more  experience  and 
judgment  than  any  other  disease  of  the  skin. 

Internally,  there  is  no  specific  for  eczema,  arsenic  being 
contra-indicated  when  there  is  an  acute  spreading  inflamma¬ 
tion,  and  being  seldom  required  or  advantageously  given  even 
in  the  more  chronic  cases.  Careful  investigation  into  the 
health  of  the  patient  is  required,  and  the  treatment  necessary 
to  combat  any  constitutional  defect  or  derangement  is  that 
most  likely  to  be  successful  for  the  eczema. 

Locally,  the  indications  are  to  protect  the  inflamed  part 
from  injurious  influences,  such  as  air,  water,  scratching,  and 
variations  of  temperature,  and  to  keep  the  part  at  rest  as  much 
as  possible.  In  all  acute  cases,  therefore,  the  remedies  should 
be  continuously  applied,  and  the  part  covered  in  completely. 
Where  the  discharge  is  abundant,  liniments  or  lotions  are 


generally  most  suitable ;  where  there  is  but  little  or  no 
discharge,  pastes  or  ointments — preparations  of  lead,  zinc, 
boric  acid,  or  other  mild  antiseptics  are  most  employed. 
When  there  is  but  little  active  inflammation,  stimulating 
antiseptics  are,  as  a  rule,  the  best,  rubbed  or  painted  on, 
but  not  applied  continuously.  Weak  preparations  of  tar  or 
nitrate  of  silver,  or  preparations  of  mercury,  are  most  in 
vogue. 

In  the  eczema  of  infants,  it  is  often  essential  to  fasten  the 
arms  to  the  sides,  so  that  the  child  cannot  scratch,  as  if  that  is 
permitted  all  therapeutic  efforts  may  be  in  vain.  Exemplifica¬ 
tions  of  several  modes  of  treatment  are  given  in  the  description 
of  the  cases  shown  in  the  plates. 

Figure  1  represents  patient  with  an  attack  of  acute  vesicular 
eczema.  She  was  a  woman  of  52  years  of  age,  who  gained  her 
living  by  charing.  She  first  came  to  University  College 
Hospital  on  May  6th,  1893,  with  acute  eczema,  with  marked 
exudation  in  the  lower  part  of  the  face,  which  had  been  present 
three  days.  A  week  later  the  eruption  was  evidently  extend¬ 
ing,  so  she  was  admitted. 

She  had  had  a  previous  general  attack  which  had  com¬ 
menced  on  the  leg  four  years  before,  but  with  that  exception 
her  general  health  has  been  remarkably  good.  She  had 
had  no  severe  illness  of  any  kind.  Her  family  history  was  also 
good,  and  no  cause  could  be  assigned  for  the  outbreak.  On 
admission,  she  was  found  to  be  a  well-nourished,  healthy- 
looking  woman,  with  no  visceral  disease  of  any  kind.  The 
eruption  occupied  the  lower  half  of  the  face  and  forehead 
and  neck ;  it  was  also  commencing  on  the  legs  below  the 
knee ;  on  the  forehead  there  was  merely  moderate  redness, 
with  roughness  or  slight  scaling  of  the  skin  ;  on  the  lower  part 
of  the  face,  however,  the  inflammation  was  much  more  severe, 
the  surface  where  it  was  not  covered  by  exudation  was 
intensely  red,  moist,  and  shining  ;  round  the  mouth,  the  exuda¬ 
tion  had  partly  dried  into  dirty  yellowish  crusts,  and  there  was 
copious  exudation  between  the  crusts.  On  the  neck  and  upper 
part  of  the  chest  the  early  stage  of  the  process  could  be  seen. 
There  were  numerous  irregularly  outlined,  oval  or  roundish, 
bright  red  patches,  on  which  were  densely  crowded  minute 
vesicles  from  a  pin’s  point  to  a  pin’s  head  in  size.  The  eruption 
was  attended  with  severe  burning  and  itching,  so  that  she 
could  scarcely  keep  from  rubbing  or  scratching  it.  She  com¬ 
plained  also  of  considerable  smarting  of  the  eyes.  She  was 
ordered  a  liniment  of  calamine  to  be  painted  frequently  on 
the  inflamed  surface.  A  saline  aperient  was  given  in  the 
morning,  followed  by  a  quinine  and  iron  mixture. 

Locally,  on  the  arms  and  legs,  on  which  the  inflammation 
was  less  intense,  with  scarcely  any  exudation,  Lassar’s  Paste, 
without  salicylic  acid  was  employed.  Under  this  treatment 


she  improved  steadily,  but  rather  slowly  ;  a  superficial  abscess 
formed  on  the  back,  and  another  on  the  pubes  ;  these  were 
opened,  syringed  out  with  a  1  in  1000  perchloride  of  mercury, 
and  an  iodoform  ointment  applied  to  them  ;  they  healed  up  in 
a  few  days.  By  June  10th  the  inflammation  had  almost  com¬ 
pletely  subsided  everywhere,  and  she  was  discharged  on  J une 
16  th,  a  month  after  admission,  to  go  to  a  convalescent  home  in 
the  country. 

The  general  description  of  pustular  eczema  will  be  given 
with  Plate  IX. 

Figure  2  represents  a  highly  crusted  pustular  eczema  of  the 
forearms.  The  patient,  Emma  Maria  F.,  aged  49,  first  came  as 
an  out-patient  to  University  College  Hospital  on  October  1st, 
1890,  and  was  admitted  as  an  in-patient  on  October  15th. 
She  had  had  a  previous  attack  of  eczema  at  the  beginning  of 
1889,  attacking  the  limbs,  and  accompanied  by  a  profuse 
watery  discharge.  At  this  time  she  had  a  great  deal  of  worry 
and  trouble,  as  she  was  nursing  her  husband  on  his  deathbed, 
and  she  was  left  a  widow  about  five  months  after  the  onset  of 
the  eruption.  Her  health,  which  had  previously  been  very 
good,  had  given  way,  she  had  been  restless  and  excited,  and 
slept  but  very  little.  Her  appetite  had  been  very  bad,  and  the 
bowels  obstinately  confined.  The  eruption  had  been  better, 
and  even  well  sometimes,  but  had  again  and  again  recurred  ; 
the  present  attack  commenced  on  the  arms  three  months  ago. 

On  admission,  large,  thickly  scabbed  patches  of  dried 
pustular  exudation  covered  the  greater  part  of  the  extensor 
aspect  of  both  forearms  and  the  back  of  the  lower  third  of  the 
arm.  The  legs  below  the  knee  were  also  highly  inflamed,  hot, 
and  swollen,  but  the  discharge  was  serous  instead  of  pustular. 
A  saline  aperient  mixture  was  given  three  times  a  day,  the 
crusts  were  soaked  in  weak  carbolised  oil,  and  then  removed, 
and  an  ointment  of  iodoform  gr.  v.,  lard  Si.,  was  spread  upon 
strips  of  rag,  which  were  then  wound  round  the  upper  limbs, 
while  the  legs  were  enveloped  in  Lassar’s  Paste.  The  pustular 
element  was  completely  removed  in  a  little  more  than  a  week, 
leaving  groups  of  reddish  patches  with  a  few  dry  scales  here 
and  there  on  the  arms  and  forearms,  but  there  was  still  a  little 
exudation  on  the  back  of  the  hands.  Lassar’s  Paste  was  then 
ordered  for  the  arms  as  well  as  the  legs,  but  as  this  did  not 
appear  to  suit  it  an  ointment  of  oleate  of  zinc  was  continuously 
applied.  Under  this  treatment  exudation  soon  ceased,  the 
redness  and  scaling  also  subsided  gradually,  and  she  was  dis¬ 
charged  on  November  26th  almost  well.  During  her  stay  in 
the  hospital  she  suffered  much  from  sleeplessness  and  chloral 
hydrate  with  10  m.  of  tincture  of  opium  had  to  be  given  at 
night  for  some  time,  sulphonal  being  sometimes  substituted,  but 
this  was  not  so  successful.  A  gentian  and  soda  mixture  was 
given  three  times  a  day,  and  a  saline  aperient  as  required. 
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Fig,  2.— ECZEMA  PUSTULOSUM. 
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ECZEMA. 


THGURE  1  illustrates  Eczema  pustulosum  on  the  face  in  a 
^  well  marked  form,  but  not  with  such  a  highly  developed 
incrustation  as  on  the  forearm  in  the  preceding  Plate. 

The  patient,  Henry  P.,  aged  19,  was  a  labourer,  who  was 
admitted  to  University  College  Hospital  on  November  11th, 
1893.  The  patient’s  family  history  and  previous  health  were 
good,  and  the  eruption  was  only  a  recent  development,  having 
commenced  as  a  crop  of  pustules  on  the  head  about  a  week 
previously.  These  were  rapidly  followed  by  the  appearance  of 
the  eruption  on  the  cheeks,  forehead,  nose,  and  remainder  of 
the  face  successively.  The  lesions  were  not  all  entirely 
pustular  at  first,  but  soon  became  so  ;  ruptured,  and  discharged 
a  thick,  yellow  exudation,  which  dried  into  the  greenish 
yellow  crusts  now  depicted.  The  eruption  did  not  extend 
more  than  half  way  down  the  neck. 

The  treatment  was  as  follows  : — the  crusts  were  first 
soaked  off'  by  covering  the  whole  of  the  inflamed  surface  with 
strips  of  lint  dipped  in  one  in  sixty  carbolic  oil ;  and  the 
softened  crusts  were  then  detached  with  a  spatula.  When  the 
surface  had  thus  been  cleaned,  an  ointment  of  Gallanol  gr.  5  to 
adipis  $L,  was  constantly  applied.  Marked  improvement 
showed  itself  in  a  few  days,  the  face  being  almost  well  in  a 
week,  but  owing  to  a  difficulty  in  completely  removing  the 
crusts  entangled  in  the  hair,  the  scalp  was  not  so  far  advanced. 
When,  however,  this  was  effectually  accomplished,  it  rapidly 
improved,  and  the  patient  was  discharged  almost  well  on 
December  the  lltli. 

Figure  2  exhibits  a  form  of  dermatitis  which  I  have  met 
with  from  time  to  time  in  young  persons,  with  what  may  be 
called  scrofulous  manifestations  well  developed  in  them.  The 
disease  resembles  and  may  be  considered  as  a  form  of  eczema 
rubrum,  but  the  border  is  very  sharply  defined,  and  the  disease 
spreads  slowly  with  a  gyrate  outline ;  the  surface  is  a  bright 
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red  and  constantly  discharges  a  sero-pundent  exudation,  and 
unless  properly  treated  the  disease  runs  a  very  chronic  and 
indolent  course.  The  patient,  from  whom  the  present  figure 
was  taken  was  a  youth  of  17,  and  the  disease  had  been  present 
for  several  months,  continually  but  slowly  spreading.  He  had 
enlarged  cervical  glands,  marks  upon  the  eyes  of  old  keratitis, 
and  the  usual  clumsy  features,  while  his  family  history 
showed  that  he  sprang  from  a  phthisical  stock. 

The  treatment  was  the  administration  of  cod  liver  oil 
internally,  and  locally  an  ointment  of  iodoform  5  grs.,  boric 
acid  20  grs.,  adipis  3b 

Figure  3  exhibits  the  so-called  “  Eczema  of  the  nipple,” 
described  by  Paget,  but  which  is  preferably  designated  Paget’s 
disease,  as  it  is  certainly  not  a  simple  eczema,  and  the  true 
pathology  in  the  earlier  stage  is  still  open  to  discussion.  The 
patient,  Emma  F.,  is  a  married  woman,  aged  46,  in  very  poor 
circumstances,  who  came  to  University  College  Hospital  in 
June  1893  complaining  of  a  sore  nipple.  The  site  of  the 
nipple  was  in  a  condition  of  excoriation,  partially  covered  with 
a  thin  crust,  which,  when  detached,  left  a  shallow,  raw 
surface  :  the  border  was  well  defined,  and  when  the  diseased 
area  was  felt  between  the  thumb  and  finger,  very  distinct  but 
superficial  induration  could  be  felt,  the  nipple  itself  had 
practically  disappeared  so  that  the  surface  of  the  lesion  was 
on  a  level  with  the  rest  of  the  skin.  This  condition  had  been 
developing  for  about  two  years,  but  there  were  no  glandular 
enlargements  to  be  felt  in  the  axilla.  Only  palliative 
treatment  could  be  attempted  as  the  patient  absolutely 
refused  to  have  any  radical  operation.  This  case  shows  well 
the  earliest  stage  of  the  disease.  The  advanced  stage  in  which 
tumours  had  begun  to  develop  in  the  excoriation  is  shown 
in  Plate  LXXVI.,  Figure  8,  in  which  the  disease  there  affects 
the  scrotum. 
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rpIIS  Plate  represents  different  forms  of  dry,  scaly  Eczema. 

Figure  1  was  a  case  of  general  Eczema,  which  resembled 
in  many  respects  a  Pityriasis  Rubra,  but  it  was  never 
universal,  and  the  scales  were  always  small.  In  some  parts  of 
the  body  also  there  was  serous  discharge  from  time  to  time, 
and  at  an  earlier  period  there  had  been  a  great  deal  more. 
The  patient  was  a  ship’s  steward,  cet.  53,  and  he  stated  that 
his  previous  health  had  been  good,  and  that  the  eruption 
began  on  the  back  of  the  hands  in  January  1888,  due,  he 
thought,  to  his  getting  verdigris  into  cracks  of  the  skin  while 
cleaning  brass  work  on  the  ship.  After  some  months  it  got 
better,  but  returned  worse  than  ever  in  July  1889,  and  then 
extended  up  the  arms  and  over  the  body.  He  had  undergone 
Mattel’s  treatment  without  benefit,  in  fact  had  been  much 
worse  for  three  or  four  weeks  before  admission  into  University 
College  Hospital  on  October  19th,  1891. 

On  admission,  the  eruption  was  present  in  every  region  of 
the  body,  but  there  were  some  areas  of  healthy  skin. 

The  greater  portion  of  the  body  and  limbs  was  covered 
with  thick  branny  or  flaky  scales,  which  varied  in  size  and 
thickness  in  different  regions  of  the  body.  Those  on  the 
thighs,  legs,  and  back  of  the  trunk  were  much  larger  than  else¬ 
where,  and  on  the  face  and  scalp  they  were  quite  small,  but 
adherent  into  thin  crusts,  as  shown  in  the  Plate.  In  this 
region,  the  skin  had  been  dry  throughout  the  whole  course  of 
the  disease,  but  on  the  lower  part  of  the  back  there  was 
constant  exudation. 

The  surface  of  the  whole  body  when  the  scales  were  removed 
was  of  a  deep  red  hue.  There  was  considerable,  but  for  the 
most  part  not  severe,  itching. 

The  patient  underwent  varied  treatment,  but  it  was  nearly 
seven  months  before  he  left  the  Hospital  with  scarcely  any 
eruption  left.  The  local  treatment  which  gave  most  relief  was 
calamine  liniment,  in  which  he  was  enveloped  constantly,  and 
subsequently,  Lassar’s  paste,  with  5  grains  of  salicylic  acid, 
was  applied  with  great  benefit.  Internally  he  took  thiol,  gr.  v., 
in  a  pill,  three  times  a  day,  apparently  with  benefit,  and  towards 
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the  end  he  took  Fowler’s  solution,  m.iv.  He  had,  however, 
many  periods  of  relapse  and  improvement  before  he  finally  got 
better. 

Figure  2  represents  the  leg  of  a  woman  who  had  suffered 
from  eczema  for  many  years,  and  in  whom  eventually  the  skin 
took  on  a  warty  development,  as  is  well  shown  in  the  drawing. 
This  papillary  hypertrophy  may  occur  to  a  greater  or  less 
extent  in  any  case  of  chronic  congestion  of  the  blood  vessels 
and  lymphatics.  The  case  was  in  the  gynaecological  wards, 
and  the  skin  condition  was  not  treated. 

Figures  3  and  4  represent  a  well-marked  condition  of 
Seborrhceic  Eczema,  of  which  other  forms  are  depicted  in 
Plates  XI.  and  LXXXI. 

The  patient,  Maria  A.,  cet.  39,  came  to  University  College 
Hospital  on  February  11th,  1893.  The  scalp  had  been  in  a 
scurfy  condition  for  a  considerable  time,  but  had  become 
much  worse  and  inflamed  during  the  last  few  weeks,  and 
the  eruption  had  spread  over  the  face  and  neck.  When  she 
came  to  the  Hospital  there  was  a  dense,  scaly,  closely-adherent 
crust  all  over  the  scalp,  there  was  no  discharge,  and  the  skin 
beneath  the  crust  was  not  very  red.  A  week  previously  the 
inflammation  had  been  more  active,  and  there  had  been  dis¬ 
charge  from  the  scalp.  The  eruption  on  the  forehead  and 
nape  had  spread  in  gyrate  segments  from  the  scalp,  and  fresh 
centres  had  appeared  lower  down  on  the  face  and  neck.  There 
was  no  eruption  on  the  body  and  limbs. 

Her  appetite  was  poor,  her  tongue  was  thickly  coated,  and 
she  felt  out  of  health  without  being  able  to  make  any  definite 
complaint. 

The  treatment  consisted  in  the  application  of  an  ointment 
of  sulph.  sub'lim.  gr.  x.,  acid,  borici  gr.  xxx.,  adip.  benz.  ji., 
applied  three  or  four  times  a  day  ;  at  a  later  period  resorcin 
gr.  v.,  was  added.  Internally  she  took  first  a  quinine  and 
iron  mixture,  but  after  three  weeks  this  had  to  be  stopped, 
and  a  mixture  of  bicarbonate  of  soda  and  infusion  of  gentian 
was  given. 
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ECZEMA  PAPULO-SQUAMOSUM. 
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rPHIS  Plate  represents  a  papulo-squamous  form  of  Eczema, 
which  older  writers  would  have  classed  as  a  Lichen 
Simplex,  but  which,  according  to  modern  views,  must  be 
considered  as  of  seborrhceic  origin  (compare  this  with  Plate 
LXXXI.,  Fig.  2). 

The  patient,  Henry  S.,  cut.  26,  was  a  porter,  and  was 
admitted  into  University  College  Hospital  on  November  4th, 
1893.  His  mother,  he  stated,  died  of  cancer  of  the  breast 
when  she  was  44  years  old,  but  the  father  was  alive  and  well. 
The  patient  had  had  no  serious  illness,  and  his  general  health 
had  been  good. 

The  present  eruption  began  on  the  chest  a  fortnight 
before  admission  to  the  hospital,  but  his  scalp  had  been 
powdery  for  some  months,  and  was  when  first  seen  rather 
thickly  covered  with  a  layer  of  scales  without  any  redness  or 
other  sign  of  inflammation.  The  eruption  began  as  small  red 
papules,  and  spread  from  the  chest,  and  was  very  thickly  dis¬ 
tributed  on  the  inside  and  back  of  the  thighs  and  calves,  and 
on  the  inside  and  front  of  the  arms  ;  it  was  attended  with 
moderate  itching  and  burning.  He  went  to  a  skin  hospital  in 
Fitzroy  Square,  but  did  not  get  much  relief.  On  admission  to 
University  College  Hospital  the  eruption  was  found  to  be 

very  thickly  distributed  all  over  the  trunk  and  arms  and  on 
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the  inner  side  of  the  thighs,  but  there  was  very  little  on  the 
forearms  and  below  the  knee.  It  was  composed  of  conical  red 
papules,  rather  larger  than  a  millet  seed,  discrete,  and  grouped 
— often  confluent — in  scaly  patches,  with  ill-defined  border, 
slightly  crusted  with  scales,  but  there  were  no  signs  of 
exudation  except  on  the  sides  of  the  trunk,  where  some  of  the 
patches  had  a  slightly  glazed  aspect  as  if  from  dried  exuda¬ 
tion.  The  distribution  was  not  uniform,  numerous  small 
irregular  areas  of  healthy  skin  existing  amongst  the  lesions  ; 
the  scaly  and  glazed  aspects  were  chiefly  down  each  side  of 
the  back,  but  not  in  the  middle ;  in  front  they  were  nearly  all 
over  below  the  level  of  the  nipples,  being  thickest  and  most 
crusted  near  the  nipples.  Above  that  level,  and  on  the  arms 
and  shoulders,  they  were  chiefly  papular,  while  between  the 
thighs  there  was  a  mixture  of  scales  and  papules. 

There  were  no  visceral  lesions  nor  sign  of  ill-health,  except 
slight  constipation. 

The  patient  was  kept  in  bed,  saline  aperients  were  given 
internally,  and  a  calamine  lotion  painted  freely  on.  By 
November  14th  the  scaliness  had  been  quite  removed,  and  he 
was  discharged  well  on  November  18th.  No  doubt  much  of 
the  rapid  improvement  was  due  to  his  having  been  kept 
in  bed. 
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PAPULO  SQUAMOUS  ECZEMA. 


IMPETIGO  CONTAGIOSA,  &c. 


rjIHIS  Plate  depicts  three  forms  of  vesicular  and  bullous 

Dermatitis.  Figure  1.  represents  Impetigo  Contagiosa 
of  a  common  type. 

The  patient,  Edward  P.,  cut.  12,  came  to  University 
College  Hospital  on  October  7th,  1893.  He  had  a  crusted 
eruption  on  the  sides  and  back  of  the  scalp  ( vide  also  Plate 

XIII. )  and  an  eruption  scattered  irregularly  over  the  face  as 
represented  in  the  Plate.  The  part  of  the  rash  near  the  mouth 
was  covered  with  thin  greenish  yellow  scabs,  with  no  red 
areola  beyond  :  on  the  cheek,  were  flat  vesicles  from  a  pin’s  head 
to  a  pea  in  area,  with  sero-purulent  contents,  and  only  a  very 
slight  areola,  while  a  similar  though  somewhat  larger  vesicle  was 
to  be  seen  on  the  forefinger.  Closer  examination  showed  that 
pediculi  were  present  in  the  hair,  and  the  course  of  events 
evidently  was,  that  the  pediculi  incited  to  violent  scratching, 
the  abrasions  were  invaded  by  the  almost  ubiquitous  staphy¬ 
lococcus  pyogenes  aureus,  and  produced  vesico-pustules,  which 
dried  up  into  scabs  as  depicted.  The  pyogenic  organisms  were 
conveyed  to  the  face  by  the  finger  nails,  while  the  finger  was 
directly  inoculated  from  either  the  face  or  head. 

The  treatment  of  such  a  case  is  very  simple.  The  crusts 
should  be  softened  by  soaking  those  on  the  head  in  oil,  and 
those  on  the  free  skin  in  hot  water,  then  they  must  be  picked 
off,  and  an  ointment  of  hydrargyri  ammoniat®,  gr.  xx.,  adip. 
benz.,  Si,  applied  frequently,  so  that  there  is  a  layer  of  oint¬ 
ment  constantly  covering  the  lesions,  and  in  a  few  days  the  skin 
heals  soundly,  with  only  a  transitory  redness  left,  and  no  scar. 

This  is  only  one  phase  of  the  eruption,  for  as  Plates  XIII., 

XIV. ,  and  XXXIX.  show,  considerable  differences  in  appear¬ 
ance  are  exhibited,  according  to  the  amount  of  fluid  exudation. 
When  this  is  very  great,  bull®  may  be  produced,  or  it  may  be 
almost  absent,  especially  in  adults,  and  then  only  a  red  patch, 
with  a  slightly  abraded  surface  may  be  produced.  Then  the 
appearances  may  be  much  modified  by  position.  When  the 
eruption  is  on  the  face,  it  is  not  rubbed  as  a  rule,  and  there  is 
little  or  no  areola,  this  gives  to  the  crusts  the  characteristic 
appearance  of  being  “stuck  on”  a  healthy  surface.  When, 
however,  the  eruption  is  on  the  limbs,  the  lesions  do  get 
rubbed,  and  an  inflammatory  areola  is  produced,  which  led  the 
older  writers  to  consider  it  a  different  affection,  which  was  called 
“  Ecthyma  ”  (vide  Plate  XIII.,  Fig.  3),  a  view  still  entertained 
by  many  of  the  French  school,  but  the  two  conditions  are 
frequently  present  together,  and  the  same  treatment  is  equally 
effectual  for  both. 

Figure  2  represents  a  case  of  Pompholyx  affecting  the 
sole,  a  part  frequently  affected,  and  a  good  argument  against 
employing  the  synonym,  Cheiro-pompholyx.  Pompholyx,  from 
the  Greek  word  which  signifies  a  bubble,  was  formerly 
employed  to  designate  Pemphigus.  It  is  no  longer  used  in  this 

sense,  and  may  be  usefully  employed  for  the  bullous  affection 
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here  to  be  considered.  This  disease  involves  both  the  hands 
and  feet,  but  the  latter  may  escape  attack,  whilst  the  hands  are 
almost  invariably  affected.  The  disease  commences  with  burn¬ 
ing  and  tingling,  and  deep-seated  vesicles,  singly  or  in  groups, 
appear,  especially  on  the  palms  and  sides  of  the  fingers,  but  no 
part  is  exempt  from  the  eruption,  and  the  whole  surface  of  the 
hands  is  affected  in  extreme  cases.  When  the  vesicles  are 
closely  grouped  they  are  apt  to  coalesce,  especially  where  the 
epidermis  is  thick,  as  on  the  palms,  and  then  large  bull®  of 
irregular  outline  are  produced,  the  whole  epidermis  of  the 
palmar  surface  being  sometimes  raised  up  into  an  irregular 
blister.  On  the  backs  of  the  hands,  lesions  of  all  sizes,  from 
millet-seed  sized  vesicles  to  large  compound  bull®  may  be 
observed.  The  eruption  is  attended  with  considerable  swelling 
and  tension,  but  with  comparatively  little  or  no  redness  of  the 
skin ;  the  eruption  may  take  a  week  or  so  to  develop,  and  in 
another  ten  days  or  a  fortnight,  occasionally  longer,  the  fluid  is 
absorbed,  for  the  bull®  on  the  palms  never  rupture,  and  even 
those  on  the  backs  of  the  hands  seldom  do  so,  but  dry  up  with¬ 
out  discharge.  The  detached  epidermis  is  exfoliated,  or  can  be 
cut  off,  leaving  a  very  tender,  red,  new  skin,  which  soon 
hardens,  and  the  process  is  at  an  end  for  that  attack,  but  a 
recurrence  is  more  than  probable  in  the  following  or  in 
subsequent  years.  The  attacks  are  most  frequent  in  the 
summer,  and  a  very  large  proportion  of  the  patients  suffer 
from  habitual  hyperidrosis,  which  is  again  a  circumstance 
which  renders  Dr.  Tilbury  Fox’s  original  name,  Dysidrosis, 
particularly  inappropriate. 

The  disease  is  more  common  in  women  than  in  men,  and 
it  is  rare  both  in  childhood  and  old  age.  Most  cases  are 
between  fifteen  and  forty,  and  it  is  especially  liable  to  attack 
young  women  who  are  broken  down  from  overwork  or  worry, 
or  other  cause  of  nervous  depression.  There  has  been  much 
dispute  as  to  its  pathology.  It  is  probably  a  vasomotor 
neurosis,  with  inflammation  in  or  about  the  sweat  structures 
as  a  prominent  feature,  though  the  lesions  are  not  limited  to 
the  sweat  apparatus. 

Diagnosis. — The  most  distinctive  characters  are  that  the 
eruption  is  practically  limited  to  the  hands  and  feet,  the 
size  and  irregular  outline  of  the  compound  bull®,  their 
tendency  to  dry  up  without  rupture,  and  for  the  disease  to 
recur  in  future  years,  chiefly  in  summer.  In  vesicular  eczema, 
which  it  often  closely  resembles,  the  vesicles  easily  rupture,  and 
then  there  is  a  continuous  discharge.  Bull®  are  rare  in  vesi¬ 
cular  eczema,  very  common  in  pomphotyx.  The  disease  does 
not  come  out  in  crops  as  in  pemphigus,  and  the  position  and 
tendency  to  coalesce  are  additional  points  of  difference. 

Treatment. — The  treatment  required  is  generally  a  tonic 
one — phosphoric  acid  and  strychnia  or  iron  and  quinine  being 
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usually  indicated.  Locally  the  best  application  in  my 
experience  is  an  oleate  of  zinc  or  an  oleate  of  lead  ointment 
spread  thickly  on  strips  of  lint  and  applied  closely,  each 
finger  being  done  up  separately.  Under  this  the  healing 
process  proceeds  rapidly,  and  few  cases  last  longer  than  a 
fortnight  after  their  full  development. 

The  case  represented  is  one  of  only  moderate  severity. 
I  saw  her  in  the  Mile  End  Infirmary  under  Dr.  Robinson, 
who  kindly  allowed  me  to  have  the  drawing  made,  and 
has  furnished  me  with  the  following  notes  : — 

Margaret  C.,  cet.  70,  a  native  of  Cork  (unmarried).  The 
catamenia  ceased  at  the  age  of  26  years,  after  an  attack  of  acute 
rheumatism,  which  occurred  from  exposure  to  damp.  The  feet 
and  hands  were  first  attacked  with  bullse  some  years  before 
her  admission  to  the  infirmary.  Several  crops  appeared  at 
intervals  of  a  few  months,  and  then  ceased  for  two  years,  when 
she  had  a  slight  recurrence. 

In  the  present  attack,  the  lesions  on  the  hands  were  only 
vesicles  of  the  size  of  pearl-barley  grains.  Those  on  the  soles 
varied  from  an  eighth  to  three-quarters  of  an  inch  in  diameter, 
with  an  oval  outline  for  the  most  part,  and  there  was  no  areola 
round  them.  The  feet  looked  swollen,  but  did  not  pit  on 
pressure.  There  was  no  hyperidrosis,  the  skin  of  the  ankles 
and  feet  being  dry  and  a  little  powdery. 

Figure  3  represents  pemphigus  of  the  palate,  and  Figure  4 
a  small  group  of  bullae  from  the  back  of  the  same  patient. 

When  pemphigus  attacks  the  mucous  membranes  its  local 
consequences  may  be  very  serious,  on  account  of  the  adhesions 


it  produces.  Thus  pemphigus  of  the  conjunctiva  produces 
adhesion  of  the  ocular  and  palpebral  portions,  with  subsequent 
contraction,  which  von  Graefe  called  “  essential  shrinking 
of  the  conjunctiva.”  It  is  liable  to  occur  at  all  ages,  from 
fourteen  months  to  seventy-six  years.  In  some  cases,  the 
skin  is  also  involved,  in  others  the  mucous  membranes  alone 
are  attacked. 

The  present  instance  was  that  of  Mr.  A.,  whom  I  saw 
in  consultation  with  Dr.  Hermann  Weber  and  Dr.  Semon. 

He  has  suffered  from  pemphigus  for  more  than  four 
vears,  affecting-  both  the  skin  and  mucous  membranes.  The 
bullae  on  the  body  were  originally  as  large  as  a  hazel-nut,  but 
latterly  were  only  of  the  size  depicted  in  Figure  4.  They  were 
not  very  numerous  on  the  body,  and  were  scattered  irregularly 
over  the  surface.  Bui  he  appeared  every  few  days  on  the 
soft  and  hard  palate,  in  the  larynx,  on  the  nasal  mucous  mem¬ 
brane,  and  on  the  ocular  and  palpebral  conjunctiva.  The 
soft  palate  as  a  consequence  was  adherent  to  the  pharynx, 
closing  the  posterior  nares  so  that  he  has  not  been  able  to 
blow  his  nose  for  over  six  years.  Probably  the  disease  began 
in  the  nose,  as  he  was  only  cognisant  of  the  eruption  on  the 
body  for  four  years.  There  was  some  adherence  of  the  ocular 
mucous  membranes,  but  it  was  not  very  great.  His  general 
health  was  good,  and  he  had  had  most  varied  treatment  in 
America,  England,  and  on  the  Continent  without  benefit. 
Arsenic  controlled  it  as  long  as  he  took  it,  and  he  had  taken 
it  long  and  in  large  doses.  Ultimately  he  got  well  after 
taking  quite  small  doses  of  arsenic  steadily  for  about  three 
years. 
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IMPETIGO  CONTAGIOSA. 


TMPETIGO  CONTAGIOSA  comprehends  the  lesions,  chiefly 
vesicular  or  pustular,  which  are  produced  by  the  inocu¬ 
lation  of  contagious  pus.  It  is  an  important  disease,  because 
extremely  common,  and  liable  to  be  mistaken  for  eczema, 
but,  unlike  the  latter,  it  is  always  a  purely  local  affection  and 
easily  curable.  While  it  may  occur  on  any  part  of  the  body,  it 
is  naturally  most  frequent  upon  the  exposed  parts,  especially 
the  face  and  head,  and  its  appearances  are  often  modified 
according  to  the  region  affected.  The  essential  lesion,  as  seen 
upon  the  face,  is  usually  a  flatly  convex  vesicle  or  pustule  the 
size  of  a  pea  and  upwards,  attended  with  very  little  sign  of 
inflammation  immediately  round  it.  The  vesicle  is  generally 
flat  and  irregular  in  shape,  easily  ruptured,  and  dries  up  into 
a  crust  which,  owing  to  the  absence  of  areola,  looks  as  if  it 
were  stuck  on  artificially.  The  matter  producing  the  lesions 
being  generally  inoculated  by  the  finger  nail  have  no  special 
arrangement,  and  although  they  may  be  aggregated  in  some 
parts  into  an  irregular  patch,  there  are  always  some,  and  often 
many,  discrete  lesions  scattered  irregularly  about.  This 
irregularity  of  distribution,  and  the  absence  of  any  special 
arrangement  of  the  discrete  vesicles,  constitute  an  important 
distinction  between  this  disease  and  eczema.  As  the  lesions 
are  produced  at  different  periods  of  time,  all  stages  of  the 
eruption  are  usually  seen  together,  but  while  individually  they 
usually  get  well  of  themselves,  the  dried  scab  falling  off  and 
leaving  only  a  slightly  reddened  surface  beneath,  the  disease 
as  a  whole  may  be  kept  up  indefinitely  by  repeated  inoculation 
by  the  fingers  or  clothing.  Considerable  variation  is  produced 
by  the  difference  of  the  soil  in  which  the  germ  is  planted, 
according  to  the  individual  inoculated.  Sometimes  there  is 
merely  an  erythematous  slightly  scaly  patch,  at  others  there 
may  be  vesicles  or  pustules,  usually  not  larger  than  a  finger 
nail,  but  occasionally  there  may  be  bullse  a  sixpence  or  a  shilling 
in  size.  The  slighter  grade  of  lesion  is  usually  seen  in  adults 
only,  while  the  moist  lesions,  although  possible  at  all  ages,  are 
much  more  frequent  in  children;  although  the  absence  of 
inflammatory  areola  is  the  rule,  whenever  the  lesions  are 
subjected  to  friction,  as  usually  happens  on  the  limbs,  an 
inflammatory  areola  develops  and  may  form  a  conspicuous 
feature.  Apart  from  direct  inoculation  from  one  patient  to 
another,  the  immediate  antecedent  is  usually  some  pruritic 
affection,  such  as  pediculi,  scabies,  urticaria,  &c.  But  it  may 
also  occur  wherever  there  is  a  breach  of  surface,  such  as  a 
common  abrasion,  which  permits  the  entrance  of  the  germs 
which  are  nearly  always  present  in  the  atmosphere,  more 
especially  in  the  haunts  of  the  poor.  This  germ  is  the  staphy¬ 
lococcus  pyogenes  aureus  and  perhaps  albus  also. 

The  diagnosis  generally  lies  between  this  affection  and 
eczema.  Impetigo  contagiosa  is  unsymmetrical  and  irregular, 
and  however  much  the  lesions  may  be  aggregated  into  a  mass 
in  one  part,  such  as  round  the  mouth  or  at  the  occiput,  there 
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are  always  discrete  lesions  somewhere  scattered  about.  The 
discharge  from  the  lesions  is  seldom  continuous  unless  kept  up 
by  scratching,  the  signs  of  inflammation  around  them  are 
slight  or  absent,  and  the  disease  yields  readily  to  local  treat¬ 
ment  only.  In  eczema,  the  eruption  is  generally  symmetrically 
distributed,  the  lesions  are  always  aggregated  together  in 
irregular  groups,  never  scattered  discretely,  discharge,  if 
present,  is  continuous,  and  in  many  cases  the  treatment 
requires  to  be  constitutional  as  well  as  local,  and  may 
often  have  to  be  prolonged. 

Treatment. — Bearing  in  mind  the  pathology,  the  aim  must 
evidently  be  to  destroy  the  vitality  of  the  pus  cocci.  This  is 
easily  effected  if  the  crusts  are  first  thoroughly  removed ;  on 
the  free  surface,  such  as  the  face  or  limbs,  the  parts  should  be 
bathed  with  hot  water  until  the  crusts  are  sufficiently  softened 
for  them  to  be  picked  off.  If  the  disease  is  in  the  scalp,  it  is 
best  to  dip  a  piece  of  flannel  or  lint  into  weakly  carbolised  oil 
and  fasten  it  over  the  scabs,  which  will  be  then  softened 
enough  for  removal,  though  it  may  be  necessary  for  the  hair 
to  be  cut  away  beneath  them.  After  removing  the  crusts  the 
moist  surface  should  be  freely  smeared  with  an  ointment  of 
ammoniated  mercury,  fifteen  grains  to  one  ounce  of  benzoated 
lard  or  simple  ointment,  so  that  the  excoriated  surface  should 
always  have  a  layer  of  ointment  over  it,  and  thus  no  fresh 
crusts  are  allowed  to  form.  If  this  treatment  be  carried  out 
thoroughly,  all  the  lesions  will  be  soundly  healed  in  a  week  or 
ten  days,  failure  occurring  only  when  the  crusts  are  insuf¬ 
ficiently  removed,  or  the  ointment  not  applied  sufficiently  often 
to  prevent  the  generation  of  fresh  cocci.  This  treatment  is  so 
invariably  successful  and  free  from  disagreeables  that  nothing 
else  is  necessary,  though  the  result  might  be  obtained  by 
many  other  microbicides.  If,  for  example,  grease  were 
objectionable,  frequent  sponging  with  a  one  in  two  thousand 
solution  of  perchloride  of  mercury,  after  removing  the  crusts, 
would  also  be  effectual. 

The  Plate  represents  three  forms  of  the  eruption. 

Figure  1  shows  the  bullous  form,  which  is  one  of  the  less 
common  forms  of  the  disease.  It  commenced  as  clear  vesicles, 
without  any  inflammatory  border,  but  a  slight  areola,  as  seen 
in  the  illustration,  subsequently  developed  ;  the  contents  being 
perfectly  clear,  the  scabbing  was  less  marked  and  more 
superficial  than  is  usually  the  case.  The  patient  was  a  girl 
of  fourteen,  who  came  to  University  College  Hospital  on 
June  29th,  1892,  when  the  disease  had  been  present  four  days. 
She  had  been  infected  from  her  brother,  aged  six,  who  pre¬ 
sented  the  affection  in  its  more  common  form,  which  is  shown 
in  the  preceding  Plate.  The  girl  was  perfectly  healthy,  and 
the  disease  yielded  completely  within  a  fortnight  to  the 
ammoniated  mercury  ointment  treatment,  already  described 


Figure  2  represents  the  dried  crusts  of  impetigo  con¬ 
tagiosa,  as  it  occurred  in  the  occipital  region  of  a  boy  who  had 
pediculi  capitis.  The  disease  in  this  situation  is  such  an 
invariable  complication  of  pediculi  capitis  that  a  crusted 
eruption  in  the  occipital  region  of  a  child  is  almost  pathog¬ 
nomonic  of  these  parasites.  In  bad  cases,  where  the  pediculi 
are  abundant,  the  crusting  is  much  more  extensive. 

Figure  3  represents  the  disease  as  seen  on  the  limbs. 
Here  it  presents  the  appearance  of  irregular  scabs  with  a 
purulent  border,  and  a  highly  developed  red  areola  round  it. 
The  aspect  is  so  different  that  formerly  it  was,  and  is  even  by 


some  writers  of  the  present  day,  regarded  as  a  different 
disease,  and  called  Ecthyma.  The  typical  aspect  of  the  disease 
on  the  face  is  so  often  presented  along  with  the  ecthymatous 
appearance  on  the  limbs  in  the  same  patient  that  their  identity 
cannot  be  doubted,  a  view  which  is  confirmed  by  the  ecthy¬ 
matous  form  yielding  equally  readily  to  the  same  treatment, 
and  by  the  contagious  character  of  the  pus.  The  disease 
here  represented  on  the  buttock  is  a  case  of  only  moderate 
severity.  In  many  cases,  the  irregularly  flat  scabbed  and 
angry  looking  lesions  are  much  larger  and  possibly  somewhat 
deeper.  But  unless  the  scab  is  rudely  torn  off  permanent 
scarring  is  seldom  left. 
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IMPETIGO  CONTAGIOSA  GYRATA 


THIS  is  a  rare  bullous  form  of  Impetigo  Contagiosa  which 
appears  to  closely  resemble,  if  it  does  not  actually  cor¬ 
respond  with  what  has  been  described  as  a  Pemphigus  C011- 
tagiosus  met  with  in  some  tropical  countries.  It  differs 
from  the  ordinary  form  of  the  disease  by  its  commencing  as  a 
bulla,  which,  though  tense  at  first,  soon  becomes  flaccid,  and 
then  spreads  at  the  periphery,  while  drying  in  the  centre,  so 
that  a  ring  is  produced  which,  when  single,  forms  circles 
of  a  quarter  to  three-quarters  of  an  inch  in  diameter,  with  a 
faint,  narrow  red  areola ;  within  this,  the  epidermis  is  slightly 
raised  up  by  a  small  quantity  of  fluid  exudation,  while  still 
more  internally  there  is  a  thin  greenish  crust  with  a  ragged 
inner  edge,  which  forms  a  third  concentric  circle,  surrounding 
a  centre  in  which  healing  has  occurred.  When  two  or  more 
lesions  meet  they  coalesce  and  form  a  gyrately  outlined  figure, 
which  still  continues  to  spread,  but  still  preserves  the  three 
zones  of  scab,  raised  border  and  areola,  and  in  a  marked  case 
such  as  the  one  now  depicted,  covers  a  whole  region  of  the 
body  with  gyrate  and  circinate  outlines  in  all  stages  of 
development.  These  extensive  cases  are,  however,  very 
uncommon,  a  few  only  of  such  lesions  being  often  all  that 
would  be  present  in  a  particular  instance.  In  some  cases 
the  ordinary  lesions  of  impetigo  contagiosa  might  also  be 
present,  and  render  diagnosis  easy ;  but  in  others,  like  the 
one  before  us,  the  gyrate,  peripherally  spreading  lesions  are 
the  only  ones  present. 

The  following  is  the  history  of  the  case  : — 

Mabel  L.,  aged  5  years,  was  admitted  into  University 
College  Hospital  on  July  8th,  1894,  with  an  eruption  on  the 
back  and  chest,  and  a  few  lesions  on  the  left  foot.  She  had, 
however,  been  attending  as  an  out-patient  since  J uly  3rd,  the 
eruption  having  commenced  four  or  five  days  before  that  date. 
When  first  seen  there  was  a  bullous  eruption  situated  chiefly 
on  the  back,  extending  from  the  neck  to  the  loins.  There 
were  also  one  or  two  bull*  on  the  front  of  the  body  and  in  the 
axillae,  but  thei;e  were  none  on  the  arms.  The  lesions  varied 
from  a  hemp-seed  to  half-an-inch  in  diameter,  and  where  they 
were  unruptured,  formed  small  flaccid  bullae  with  sero- 
purulent  contents ;  the  larger  ones  had  ruptured,  and  had  a 
red  areola  round  them,  immediately  within  which  was  a  border 
raised  by  the  fluid  beneath,  and  within  that  again  another 
circle,  composed  of  a  thin,  flaky  crust,  with  a  ragged  inner 
edge  in  the  largest  of  the  lesions,  which  had  quite  cleared  in 
the  centre.  By  the  time  of  her  admission,  the  eruption  had 
extended  all  over  the  back  from  the  nucha  to  the  loins  ;  there 
were  a  few  on  the  upper  third  of  the  arm  posteriorly,  in  the 
right  sub-clavicular  region  and  on  the  chest  about  the  breasts  ; 
there  were  about  a  dozen  in  the  left  axillary  region,  and  a  few 
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in  the  right ;  there  was  one  on  the  side  of  each  buttock  ;  a 
group  of  papules  without  vesiculation  were  situated  on  the 
right  popliteal  space,  and  one  in  the  left ;  there  were  three  or 
four  slightly  vesicular  lesions  on  the  flexure  of  the  left  ankle. 
The  lesions  in  the  back  were  now  for  the  most  part  in  irregular 
slightly  crusted  rings,  with  a  nearly  clear  centre  in  the  larger 
patches,  while  the  whole  was  thinly  crusted  in  the  smaller 
ones.  Those  that  were  large  enough  to  have  cleared  in  the 
centre,  had  a  thin  crust  with  a  ragged  inner  edge  round  this 
centre,  and  a  bright  red  areola  nearly  an  eighth  of  an  inch 
across,  forming  the  boundary  of  the  whole  lesion,  whether 
single  or  compound,  while  between  the  crust  and  the  areola 
the  epidermis  was  slightly  raised  up  by  a  small  quantity  of 
fluid  exudation.  The  single  lesions  were  from  a  quarter  to 
three-quarters  of  an  inch  in  diameter,  but  the  larger  compound 
patches  were  gyrately  outlined,  elongated,  and  one  was  between 
two  and  three  inches  long ;  these  represented  the  later  stage 
of  the  process,  while  the  earliest  lesion  was  a  single  papule  the 
size  of  a  liemp-seed,  with  only  a  slight  indication  of  vesicula¬ 
tion  ;  this  enlarged  and  formed  first  a  tense  and  later  a  flaccid 
bulla,  from  a  quarter  to  a  third  of  an  inch  in  diameter,  contain¬ 
ing  sero-pus,  and  surrounded  by  a  faint,  narrow  red  areola.  A 
good  example  of  this  may  be  seen  on  the  right  shoulder  in  the 
Plate.  The  bulla  dried  up  into  a  thin  scab,  while  enlarging  at 
the  periphery,  where  there  were  still  indications  of  fluid,  while 
beyond  that,  the  areola  had  become  pronounced,  thus  were 
formed  the  scabbed  lesions  already  described  and  well  repre¬ 
sented  in  the  Plate.  Fluid  obtained  from  the  unruptured 
bulla  from  this  and  from  another  case,  and  planted  in  gelatine 
and  agar-agar  bouillon  respectively  produced  a  practically  pure 
culture  of  staphylococcus  pyogenes  aureus.  The  nature  of  the 
disease  was,  however,  appreciated  before  the  culture  was 
obtained,  and  the  back  was  sponged  with  a  1  in  4000  solution 
of  mercury ;  but  mercurial  absorption  having  manifested 
itself,  a  boric  acid  ointment  was  substituted,  and  considerable 
improvement  was  manifested  although  a  few  fresh  lesions  con¬ 
tinued  to  appear.  By  August  7th  the  rash  had  almost  entirely 
disappeared,  leaving  pigmented  areas  with  serpiginous  outlines 
while  the  few  fresh  bull*  did  not  extend  as  the  others  had 
done.  Some  recrudescence,  however,  occurred  in  my  absence,  as 
my  assistant,  regarding  it  as  a  form  of  pemphigus,  abandoned 
local  treatment,  and  only  gave  arsenic  internally ;  but  the 
resumption  of  pus-destroying  remedies  effected  a  speedy  cure. 
The  nature  of  the  case  was  confirmed  by  the  fact,  that  the 
brother  was  brought  the  week  after  her  admission  to  the 
Hospital,  with  the  ordinary  form  of  impetigo  contagiosa,  and 
subsequently  slighter  cases  of  mixed  gyrate  and  ordinary 
lesions  were  met  with  from  time  to  time. 


PLATE  XIV. 


HERPES  ZOSTER 


Synonyms,  SHINGLES;  ZONA;  ZOSTER. 


TLTHILE  the  nervous  origin  is  more  than  suspected  in  a 
large  number  of  cutaneous  lesions,  Herpes  Zoster  is  one 
of  the  very  few  in  which  the  nerve  lesion  can  be  proved 
anatomically.  The  eruption  may  be  due  to  inflammation  or 
irritation  of  any  part  of  a  nerve  from  the  centre  to  the  peri¬ 
phery,  but  in  the  great  majority,  there  is  inflammation  of  the 
posterior  ganglion  of  the  nerve. 

Owing  to  this,  the  groups  of  vesicles  are  very  frequently 
not  limited  in  their  distribution  to  the  domain  of  a  single 
nerve  trunk,  but  invade  that  of  other  nerves,  some  of  whose 
fibres  pass  through  the  ganglion  of  the  principal  nerve  affected. 
This  accounts  for  what  may  in  some  cases  appear  to  be  an 
irregular  distribution,  so  far  as  the  nerve  supposed  to  be 
implicated  is  concerned. 

On  the  trunk,  the  distribution  is  half  round  the  body, 
while  in  a  limb,  it  is  always  parallel  to  its  axis. 

The  principal  feature  of  the  eruption  is  the  occurrence 
of  vesicles  closely  crowded  together  into  groups,  but  there  is 
great  variation  in  the  size  and  number  of  the  vesicles,  and 
of  the  groups. 

Moreover,  in  slight  cases,  the  vesicular  character  may 
not  develop,  and  the  eruption  may  consist  simply  of  papules ; 
but  the  fundamental  grouping  and  distribution  remains.  On 
the  other  hand,  the  dermatitis  may  be  so  severe  that  the 
vesicles,  instead  of  being  discrete,  coalesce  into  large  irregular 
blebs,  and  even  necrosis  of  the  skin  affected  may  ensue. 

Many  of  these  variations  are  illustrated  in  the  accom¬ 
panying  plate. 

Figure  1  represents  a  case  in  which  the  lowest  intercostal 
nerves  on  the  right  side  are  affected.  It  was  one  of  rather 
more  than  average  severity,  in  which  the  groups  were  so 
numerous  as  to  form  a  continuous  chain  half-way  round  the 
body,  and  the  component  vesicles  were  so  closely  set  that 
many  of  them  had  coalesced  and  formed  irregular  bullae. 

The  patient  was  a  woman,  aged  sixty-three,  and  was  an 
inmate  of  the  Bancroft  Road  Infirmary,  under  Dr.  Robinson, 
who  kindly  allowed  me  to  have  the  drawing  made.  She  had 
been  bedridden  for  many  months  with  emphysema  and 
bronchitis,  and  there  was  no  apparent  cause  for  the  attack 
of  herpes,  which  came  on  suddenly  in  July  1892,  preceded  by, 
and  accompanied  with  agonising  pain  in  the  area  afterwards 
occupied  by  the  rash,  which  developed  on  the  following  day. 
The  eruption  got  well  spontaneously  in  about  a  fortnight. 

Figure  2  represents  a  much  milder  form  of  the  disease, 
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and  in  this  case,  there  were  only  three  groups  of  vesicles,  one 
behind,  another  in  the  middle  of  the  axillary  region,  and  the 
other  in  front  near  the  sternum.  This  is  the  most  common 
arrangement,  and  the  groups  correspond  with  the  posterior, 
middle  and  anterior  cutaneous  branches  of  the  intercostal  nerve, 
which  in  this  case  was  the  fourth  on  the  left  side.  The  patient 
was  a  boy,  aged  eight,  and  the  eruption  was  not  preceded  by 
or  attended  with  pain.  There  was  nothing  interesting  in 
the  clinical  history,  but  it  may  be  noted  that  the  vesicles, 
unlike  those  of  Figure  I,  were  small  and  ill  developed. 

Figure  3  illustrates  the  distribution  when  a  limb  is 
affected.  The  area  in  this  case  was  that  of  the  musculo-spiral 
of  the  right  arm  and  forearm ;  patches  extending  from  the 
lower  third  of  the  arm  down  the  forearm  to  the  wrist.  This 
is  according  to  the  rule,  for  it  is  comparatively  rare  for  the 
hand  and  fingers  to  be  involved.  This  case  also  was  that 
of  an  old  woman  in  the  Bancroft  Road  Infirmary.  In  the 
upper  group,  the  vesicles,  though  small,  are  well  developed ; 
but  in  the  rest  of  the  eruption,  the  lesions  have  not  gone 
beyond  the  stage  of  the  formation  of  papules ;  this  abortive 
development  of  the  characteristic  lesions  of  herpes  might  lead 
to  an  error  in  diagnosis,  but  the  sudden  onset,  the  grouping 
and  the  nerve  distribution,  ought  to  guide  to  a  right  con¬ 
clusion. 

Treatment. — Herpes  Zoster  tends  to  run  a  definite  course 
of  ten  days  or  a  fortnight,  by  which  time  the  vesicles  have 
usually  dried  up,  and  the  superficial  scabs  fallen  off.  It  is 
only  where  the  inflammation  of  the  skin  is  so  severe  as  to 
damage  the  vitality  of  the  tissues,  and  even  produce  gangrene, 
that  the  healing  process  is  necessarily  delayed.  This  tendency 
to  spontaneous  recovery  renders  internal  treatment  usually 
unnecessary,  unless,  as  sometimes  occurs  in  elderly  people, 
there  is  persistent  neuralgia,  due  to  the  neuritis  not  having 
subsided.  In  such  cases,  blistering  over  the  root  of  the  nerve, 
and  hypodermic  injections  of  morphia,  to  relieve  pain  and  en¬ 
able  the  patient  to  obtain  sleep  may  be  necessary ;  small  doses 
of  iodide  of  potassium  or  salicylate  of  potassium  may  also  be 
advantageous.  Locally,  the  part  should  be  protected  from 
the  friction  of  the  clothes  by  a  layer  of  cotton  wool ;  and,  in 
the  early  stage,  collodion  painted  on  over  the  eruption  may 
partly  arrest  its  development  and  facilitate  its  involution. 
Some,  however,  prefer  dusting  freely  with  starch  and  zinc 
powder,  or  painting  the  part  three  or  four  times  a-day  with 
calamine  lotion. 


PLATE  XV. 


HERPES  ZOSTER 


Fig.  3.— HERPES  ZOSTER  BRACHIALIS. 


HERPES  OPHTHALMICUS  ET  HERPES  FEBRILIS. 


JTERPES  OPHTHALMICUS  is  only  a  variety  of  Herpes 
Zoster,  in  which  the  distribution  is  in  the  domain  of  the 
ophthalmic  division  of  the  fifth  nerve,  of  which  the  supra¬ 
orbital  branch  is  most  constantly  and  conspicuously  affected. 
This  is  well  exemplified  in  the  present  case,  in  which  the  nasal 
branch  is  also  affected,  and  there  is  more  eruption  than  usual 
upon  the  nose.  It  has  been  said  that  when  this  branch  is  in¬ 
volved  there  is  sure  to  be  conjunctivitis,  due  to  the  development 
of  vesicles  on  the  conjunctiva,  as  was  exemplified  in  the  case 
before  us  in  which  the  swelling  of  the  eyelid  is  very  marked. 
Conjunctival  herpes  may,  however,  occur  even  in  cases  in 
which  the  nasal  branch  is  not  affected. 

It  will  be  noted  that  the  vesicles  go  back  on  to  the  hairy 
scalp ;  in  some  cases  they  extend  in  a  narrow  band  half-way 
along  to  the  occiput. 

When  this  form  of  herpes  occurs  in  elderly  persons  the 
neuralgia  is  often  very  severe  before,  during,  and  after  the  vesi¬ 
cular  eruption,  and  the  inflammation  excited  in  the  skin  is 
correspondingly  intense,  and  may  become  gangrenous.  The 
resulting  scarring  is  therefore  extremely  disfiguring  ;  scarring 
in  childhood  is,  however,  exceptional. 

The  following  is  the  account  of  the  case  from  which 
Figure  1  was  drawn  : — Hannah  P.,  cet.  6  years,  was  admitted 
into  University  College  Hospital  on  January  11th,  1892,  and 
the  drawing  was  made  the  same  day.  On  the  evening  of 
January  6th  she  was  slightly  feverish,  and  the  rash  began  in 
the  night  of  the  9th  on  the  temples  and  forehead  ;  on  the  10th 
there  was  swelling  of  the  left  eyelid,  and  she  vomited  twice. 
On  admission,  she  was  found  to  be  a  small,  weakly  child,  with 
pain  in  the  brow  and  the  eruption  fully  out,  as  shown  in  the 
drawing.  There  was  some  oedema  of  the  scalp,  both  eyelids 
were  swollen,  and  there  was  a  lai’ge  vesicle  on  the  upper  lid 
overlapping  on  to  the-  conjunctival  surface.  The  conjunctiva 

was  swollen  and  injected,  but  the  cornea  and  iris  were  normal. 
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The  glands  under  the  left  ear  were  enlarged.  On  January 
14th  a  minute  excavation  was  seen  on  the  outer  side  of  the 
cornea.  On  January  15th  she  was  much  better,  the  herpes 
was  drying  up,  and  the  swelling  had  nearly  subsided. 

Figures  2  and  3  represent  Herpes  Febrilis.  From  its 
almost  always  appearing  on  the  face  it  is  often  called  herpes 
facialis,  but  the  ears  may  also  be  affected,  and  from  its 
frequency  on  the  lips  herpes  labialis  is  another  synonym. 
While  it  resembles  herpes  zoster  in  the  eruption  being  com¬ 
posed  of  grouped  vesicles,  it  differs  from  it  in  the  groups  being 
not  arranged  in  any  special  nerve  domain,  and  in  its  great 
tendency  to  recur  under  similar  febrile  conditions,  while 
recurrence  in  zoster  is  a  very  rare  event. 

Herpes  febrilis  occurs  in  those  febrile  conditions  in  which 
rigors,  or  at  least  shivering  or  chilliness  are  a  marked  feature, 
hence  its  frequency  in  croupous  pneumonia,  with  its  single 
premonitory  rigor,  but  it  has  no  prognostic  significance 
beyond  the  fact  that  it  occurs  in  the  sthenic  rather  than  the 
asthenic  forms  of  that  disease,  and  recovery  is  more  frequent 
in  such  cases.  Some  persons  get  an  attack  of  this  form  of 
herpes  whenever  they  have  a  febrile  cold — more  rarely  cold, 
brine-laden  winds  will  excite  it.  For  some  reason  it  is  not  so 
common  in  ague  as  one  would  expect.  It  rarely  requires  treat¬ 
ment,  as  the  vesicles  usually  dry  up  in  a  few  days  if  they  are 
not  abraded  in  washing. 

There  was  nothing  of  special  interest  in  the  clinical 
history  of  either  of  the  cases  from  which  the  illustrations  were 
taken.  They  were  both  children  with  febrile  colds.  The 
bilateral  case  was  of  more  than  average  severity,  and  the 
symmetry  is  another  feature  in  which  it  differs  from  zoster,  in 
which  symmetry  is  extremely  rare,  and  even  some  of  the 
reported  cases  are  probably  examples  of  herpes  febrilis,  which 
occasionally  appears  in  abnormal  positions,  such  as  the  trunk. 


PLATE  XVI 


I 
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PEMPHIGUS. 


TJEMPHIGUS  is  characterised  by  the  occurrence  of  bullae 

in  successive  crops,  usually  without  antecedent  lesions. 
This  occurrence  in  crops  must  be  noted,  as  a  few  bullae  may 
be  seen  from  time  to  time  as  an  accidental  feature  in  many 
inflammatory  eruptions,  not  only  in  those  eruptions  which  are 
usually  vesicular,  but  in  others  with  apparently  solid  lesions, 
such  as  erythema  exudativum  and  urticaria. 

The  ordinary  form  of  Pemphigus  may  be  divided  into 
acute  and  chronic,  while  there  are  two  unusual  forms  called 
Pemphigus  foliaceus  and  Pemphigus  vegetans,  both  of  which 
run  a  chronic  and  usually  fatal  course. 

In  acute  Pemphigus  enormous  numbers  of  bulke  break 
out  daily,  and  speedily  involve  almost  the  whole  surface  of 
the  body  with  great  danger  to  the  life  of  the  patient,  but  this 
form  is  fortunately  very  rare. 

The  chronic  form  is  much  more  common,  and  is  the  one 
here  represented.  The  number  of  the  bullae  in  each  crop  of 
the  eruption  is  much  less  numerous,  and  the  intervals  between 
successive  crops  may  last  for  several  days  or  weeks.  Each 
bulla  lasts  only  a  few  days  in  its  entire  evolution  and  reces¬ 
sion  ;  the  effused  fluid  is  soon  absorbed,  leaving  a  thin  scab 
on  its  site,  formed  by  the  cover  of  the  bulla,  or  if  the  latter 
is  ruptured  a  superficial  excoriation  will  be  left,  and  when 
healing  takes  place,  in  either  case  a  transitory  red  or  pigmented 
stain  will  be  left. 

The  clinical  aspect  of  the  disease  varies  much  as  regards 
the  number,  size,  and  contents  of  the  bullae ;  the  condition  of 
the  skin  beneath  their  covering,  the  interval  between  the 
evolution  of  the  crops  and  the  presence  or  absence  of  con¬ 
stitutional  or  subjective  symptoms. 

Thus  the  number  may  vary  from  one  or  two  in 
each  crop,  perhaps  limited  to  a  single  region,  to  a  score 
or  two  occurring  in  different  parts  of  the  body ;  the 
size  may  vary  from  a  hemp  seed  to  a  couple  of  inches 
in  diameter,  but  it  seldom  falls  below  a  quarter  of  an 
inch,  or  rises  above  one  inch,  the  very  largest  being 
generally  compound ;  the  contents  of  th^  bullae  are  usually 
perfectly  clear,  but  may  be  sero-purulent,  purulent,  or 
blood  stained ;  after  the  rupture  of  the  bullae,  the  surface 
usually  presents  the  aspect  of  a  readily  healing  excoria¬ 
tion,  but  in  the  most  severe  pustular  forms  there  may  be  a 
yellowish  coating  upon  the  base  of  the  bulla,  and  in  the 
haemorrhagic  forms,  the  surface  may  be  stained ;  again, 
subjective  symptoms  are  usually  insignificant,  a  slight 
burning,  tingling,  or  feeling  of-  tension,  being  all  that  is 
experienced,  but  in  some  cases  itching  'is  .  a  prominent 
feature,  and  then  excoriations  and  -other  lesions  produced 
by  scratching  exert  their  modifying  influence  on  the  aspect 
of  the  disease. 

This  Plate  represents  an  extreme  instance  of  the  common, 
form  ;  but  an  idea  of  the  more  usual  aspect  of  the  individual 
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bullae  may  be  gained  from  the  bullous  lesions  of  Plate  XXI., 
Figure  1. 

The  patient,  Harvey  G.,  was  a  saddler,  aged  59,  who  was 
admitted  into  University  College  Hospital,  on  9th  March  1886. 
He  had  had  good  health,  and  never  any  serious  illness  up  to 
the  previous  summer,  when  he  had  a  red  raised  eruption 
which  itched  severely  and  was  called  prickly  heat.  It  came 
out  on  the  arms  and  the  wrists  upwards,  but  not  on  the 
hands,  and  appeared  soon  afterwards  on  the  neck  and  trunk. 
Two  months  later  hemp  seed  sized  vesicles  appeared  on  the 
arms,  and  two  months  before  his  admission  to  the  hospital 
bullas  to  the  size  of  marbles  appeared,  and  since  then  later 
bulke  have  gradually  become  larger  in  the  successive  crops, 
though  they  are  fewer  in  number  in  each  crop.  There  was 
very  little  itching  during  or  after  the  development  of  the 
bullae.  As  will  be  seen  from  the  drawing,  the  vesicles  and 
bullae  varied  from  a  pin's  head  to  an  inch  and  a-half  in 
diameter  in  single  bullae,  and  even  larger  from  coalescence  ; 
the  contents  of  the  bullae  were  for  the  most  part  clear  and 
the  walls  were  tense.  The  bullae  were  distributed  pretty 
uniformly  over  the  trunks  and  thighs,  and  so  thickly  placed 
that  no  definite  arrangement  could  be  made  out ;  there 
were  a  few  on  the  forehead,  but  the  rest  of  the  face  and 
scalp  was  free,  but  the  ears,  neck,  trunk,  and  limbs,  were 
thickly  covered  with  bullae  or  their  remains.  They  came  out 
in  crops  of  three  or  four,  or  even  more,  every  day  or  two. 

The  patient  was  fairly  well  nourished,  and  did  not  look 
unhealthy  or  older  than  his  years,  but  he  had  a  well-marked 
arcus  senilis.  During  the  last  month,  however,  he  hard  lost 
strength,  and  was  now  so  weak  that  he  could  not  turn  in  bed 
without  assistance,  but  up  to  a  month  ago,  he  was  able  to 
go  to  his  business  and  superintend  the  work.  The  heart  and 
lungs  were  sound ;  the  throat,  pharynx,  and  tonsils  were 
injected,  and  have  had  several  bull®  upon  them,  which  have 
burst  and  discharged  a  rather  purulent  fluid.  There  was  no 
albumen  or  sugar  in  the  urine. 

Treatment. — Nourishment  was  freely  administered  to  him, 
and  he  was  given  quinine  in  three  grain  doses  every  four 
hours,  and  a  sleeping  draught  of  chloral  hydrate  and  bromide 
of  potassium  was  given  each  night.  The  quinine  was  con¬ 
tinued  for  about  a  month,  but  as  fresh  bullae  continued  to 
come  out,  liquor  arsenicalis  in  four  minim  doses  was  sub¬ 
stituted  for  the  quinine  and  given  three  times  a'  day,  the 
dose  being  gradually  increased  to  seven  minims.  •  Under  this 
treatment  fresh  bullae  ceased  to  be  evolved  ■  he  regained  much 
of  his  strength,  and  was  able  to  leave  the  hospital  within  a 
month  from  the  time  he  commenced  the  arsenic.  He  had 
been  free  from  bullae  for  ten  days,  but  the  skin  was  every¬ 
where  darker  and  mottled  with  white  patches,  as  though  the 
colour  had  been  washed  out  in  places. 
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PLATE  XVII 


PEMPHIGUS 


PEMPHIGUS  FOLIACEUS. 


EMPHIGUS  FOLIACEUS  is  a  rare  and  fetal  affection 
which  differs  much  from  the  ordinary  form  of  Pemphigus. 
It  is  one  also  of  the  few  universal  eruptions,  not  a  single  portion 
of  the  cutaneous  envelope  being  free  from  the  disease.  In  the 
great  majority  of  cases  it  is  a  primary  affection,  but  in  a  few 
instances  ordinary  pemphigus  has  lapsed  into  this  condition. 
Instead  of  the  separate  tense  bullse  with  clear  contents,  those 
of  pemphigus  foliaceus  are  flaccid,  and  contain  a  turbid 
fluid  :  this  flaccid  bulla  soon  ruptures  and  the  opaque  fluid 
is  discharged,  leaving  an  inflamed  excoriated  or  fissured 
surface.  The  bulla  coverings  are  adherent,  except  at  their 
edges,  but  easily  detachable ;  and  the  sodden  epithelium  and 
the  sero-pus,  which  moistens  the  under  surface,  give  out  a 
faint  nauseous  odour  which  permeates  the  whole  apartment. 
The  excoriated  reddened  skin  is  perceptible  between  the  edges 
of  the  ruptured  bullse,  which  form  a  yellow,  sodden,  thin 
crust  over  the  whole  surface  intersected  by  irregular  red  lines. 
The  bullse  often  escape  notice  unless  carefully  looked  for, 
and  the  continuous  oozing  of  the  surface  suggests  the  appear¬ 
ance  of  eczema,  for  which  the  disease  is  often  mistaken. 
But  if  the  case  is  watched  from  day  to  day,  the  characteristic 
bullse  will  soon  be  observed,  and  as  absolutely  universal 
eczema  is  still  rarer  than  pemphigus  foliaceus,  the  latter 
should  be  suspected,  and  the  bullse  watched  for  in  a 
universal  dermatitis  with  constant  discharge.  It  must,  how¬ 
ever,  be  borne  in  mind  that  the  disease  only  becomes  universal 
by  the  gradual  invasion  of  the  surface  by  fresh  bullse,  and 
it  may  be  weeks  or  months  before  the  whole  body  is  affected. 
The  mucous  membranes  of  the  mouth  and  throat  may  be 
involved.  The  nails  are  thin,  curved,  and  furrowed,  and 
together  with  the  hair  may  be  thrown  off.  The  eyelids 
become  ectropic,  and  sooner  or  later  the  patient  emaciates  in 
an  extreme  degree.  The  eruption  may  dry  and  partially 
heal  in  some  parts,  whilst  fresh  bullse  are  forming  elsewhere, 
and  there  are  sometimes  intervals  of  quiescence  which  lead 
to  delusive  hopes  that  recovery  will  take  place,  but  fresh 
crops  of  bullse  are  sure  to  appear  before  very  long,  and  render 
the  patient’s  condition  as  hopeless  as  before.  If  the  epidermis 
dries  in  any  part  there  is  a  feeling  of  stiffness  and  tension, 
or  there  may  be  considerable  smarting  and  soreness,  Avhere 
the  skin  has  split  down  to  the  corium,  from  the  movements 
of  the  patient  or  the  rubbing  off  of  the  crusts.  The  course 
of  the  disease  is  usually  slow,  and  it  may  go  on  for  two  years 
and  upwards,  but  the  health  of  the  patient,  which  may  be 
good  at  first,  gives  way  and  he  dies,  either  from  emaciation 
and  exhaustion,  or  he  is  hurried  off  by  some  intercurrent 
affection. 

The  patient  from  whom  the  Plate  was  taken  was  a  woman, 
aged  thirty-two,  who  was  admitted  into  University  College 
Hospital  from  the  Temperance  Hospital  on  July  24th,  1885. 
According  to  her  history  she  became  pregnant  in  December 
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1883,  and  in  the  following  January,  the  skin  eruption  appeared 
on  the  upper  part  of  the  back  and  front  of  the  chest,  then 
attacked  the  head  and  face,  and  became  universal  in  the 
course  of  eight  or  nine  months.  There  were  no  tense  bullae, 
like  ordinary  pemphigus,  the  eruption  resembling  eczema  in 
its  general  appearance,  with  profuse  and  widespread  discharge. 
Previous  to  the  eruption,  her  general  health  had  been  good, 
she  had  had  no  serious  previous  illness,  and  no  special  worry 
or  anxiety.  She  was  admitted  into  the  Colchester  Hospital 
in  December  1884,  where  she  showed  temporary  improvement, 
but  after  an  attack  of  what  was  described  as  “  cerebral 
mischief,”  relapsed  worse  than  ever. 

When  admitted  into  University  College  Hospital,  the 
eruption  was  absolutely  universal,  though  it  was  comparatively 
slight  on  the  palms,  soles,  and  flexor  sides  of  the  fingers  and 
toes,  the  skin  of  these  parts  being  rough  but  not  denuded ; 
the  finger  nails  were  furrowed  transversely,  much  thinned,  and 
very  convex  from  side  to  side ;  the  toe  nails  were  more 
affected  than  those  of  the  fingers,  all  except  those  of  the  big 
toes  being  irregular  and  much  thinned,  and  three  of  them 
had  been  cast  off.  The  whole  body  surface  was  of  a  uniform 
red  tint,  and  covered  with  thin,  flaky  scales  of  epithelium, 
which  were  adherent  except  at  the  edge,  but  peeled  off  easily, 
as  they  were  moist  underneath  from  a  whitish  secretion  with 
a  faint  odour.  On  the  neck  and  cheeks,  the  skin  was  of  a 
deeper  red  hue  and  more  moist,  so  that  some  of  the  crusts 
had  been  soaked  off.  The  epidermis  was  split  into  patches 
from  a  quarter  to  one  or  two  inches  in  diameter,  and  gave 
the  whole  surface  an  irregular  tessellated  appearance ;  the 
scales  were  thicker  on  the  face  than  on  the  trunk,  and  of 
a  dirty,  grey  colour ;  on  the  thighs,  however,  the  crusts  were 
larger,  being  several  square  inches  in  area  ;  the  back  was 
comparatively  smooth,  owing  to  the  scales  being  continually 
soaked  off  as  she  lay  in  the  recumbent  position.  The  limbs 
were  very  attenuated,  but  the  rest  of  the  body  was  not  much 
wasted ;  the  tongue  appeared  to  have  peeled  in  the  middle, 
but  was  slightly  furred  at  the  sides  ;  only  some  scanty  tufts  of 
hair  remained  on  the  scalp.  She  was  in  a  very  low,  prostrate 
condition,  querulous  and  wandering ;  her  pulse  was  100,  small 
and  thready,  but  the  heart  sounds  were  normal,  except  that 
there  was  slight  accentuation  of  the  second  sound  at  the  base. 
The  lungs  also  were  normal.  She  continued  in  much  the  same 
state,  but  evidently  becoming  weaker,  until  August  14th, 
when  the  temperature,  which  had  been  normal,  and  continued 
so  for  the  most  part,  rarely  exceeding  100  F.,  went  up  to 
103  F.  The  respiration  was  accelerated,  and  auscultation 
revealed  subcrepitant  rales  at  both  apices,  and  mucous  rales 
over  both  backs,  but  there  was  no  dulness.  On  the  next 
day  there  was  diminished  resonance  at  the  right  base  and 
distinct  dulness  at  the  left  base,  where,  as  far  as  the  angle 
of  the  scapula,  there  was  tubular  breathing,  and  at  the  apex 


bronchial  breathing  with  rales  ;  there  were  abundant  mucous 
rales  over  both  fronts.  On  the  17th,  the  temperature  fluctu¬ 
ated  from  102°  to  104 '4°  F. ;  physical  signs  were  unaltered  on 
the  right  side,  but  on  the  left  there  was  dulness  at  the  base 
to  the  angle  of  the  scapula,  tubular  breathing,  and  at  the 
apex,  bronchial  breathing.  She  died  at  10  a.m.  on  the  18th. 

The  post  mortem  was  made  four  hours  afterwards. 

The  body  was  much  emaciated.  There  were  thick,  dark 
looking  crusts  on  the  feet  and  legs,  but  elsewhere  only  flaky 
scales,  which  peeled  off  readily.  On  opening  the  body  there 
were  numerous  adhesions  of  the  right  pleura,  while  the 
parietal  and  visceral  pleura  were  covered  with  yellow 
lymph ;  the  pleural  cavity  and  the  pericardium  were  filled 
with  sero-pus,  and  the  heart  was  covered  with  recent  lymph, 
which  could  easily  be  removed,  and  exposed  a  highly 
injected  surface.  A  large  quantity  of  blood  escaped  from 
the  right  auricle  during  the  removal  of  the  heart.  The 
tricuspid  orifice  admitted  all  the  fingers  and  thumb,  but 
the  valve  was  healthy.  The  mitral  orifice  was  contracted 
from  old  thickening,  but  the  aortic  and  pulmonary  valves 
were  healthy.  In  the  lungs,  there  was  moderate  consolidation 
of  the  apex  and  the  lower  lobe  of  the  left  lung,  which  in 
these  parts  was  friable,  pale  yellow,  and  broke  down  with 
a  granular  fracture ;  the  lower  and  inner  part  of  the  lung 
was  congested  but  not  consolidated ;  the  right  lung  was 
crepitant  throughout.  The  liver  weighed  sixty-six  and  a  half 


ounces,  the  capsule  stripped  off  easily,  and  on  section  the 
centre  of  the  lobule  was  red  and  the  periphery  pale ;  the 
kidneys  were  pale  but  otherwise  healthy ;  the  spleen  weighed 
four  and  a  half  ounces  and  was  pale  and  soft ;  the  intestines 
showed  a  minute  ecchymosis  about  a  yard  from  the  caecum, 
but  were  otherwise  healthy ;  all  parts  of  the  brain  and  spinal 
cord  and  their  membranes  were  normal  to  the  naked  eye, 
and  when  they  were  afterwards  submitted  to  microscopical 
examination  by  my  friend  Dr.  Mott  nothing  abnormal  was 
detected. 

The  treatment  of  such  a  case  can  only  be  palliative. 
Arsenic,  which  has  such  a  definite  controlling  effect  over 
the  ordinary  form  of  pemphigus,  has  here  no  influence.  An 
effervescing  quinine  mixture  is  often  indicated,  and  the  diet 
should  be  as  liberal  as  the  patient  can  digest.  Locally,  the 
whole  body  should  be  enveloped  in  an  oily  application  with  a 
disinfectant.  One  part  of  carbolic  acid  with  sixty  of  olive 
oil  may  be  applied  for  a  short  time,  but  it  must  not  be  con¬ 
tinued  long  in  order  to  avoid  carbolic  acid  absorption ;  a 
calamine  liniment  may  be  then  substituted.  In  cold  weather 
the  liniment  should  be  slightly  warmed,  or  the  patient  will 
receive  a  chill  from  its  being  applied  over  so  large  a  surface.  It 
is  often  necessary  to  place  the  patient  on  a  water  bed  quite 
early  in  the  disease.  Since  there  is  but  small  prospect  of 
curing  the  disease,  everything  should  be  directed  to  promoting 
the  comfort  of  the  patient  as  far  as  practicable. 


PLATE  XVIII. 


PEMPHIGUS  FOLIACEUS. 


PEMPHIGUS  VEGETANS. 


pEMPHIGUS  VEGETANS  is  a  rare  but  very  terrible  and 

fatal  form  of  pemphigus,  in  which  the  bullse,  instead 
of  drying  up  and  the  surface  healing  over  in  a  few  days, 
the  site  remains  excoriated,  and  at  points  of  pressure 
ulcerates,  and  in  the  flexures  fungating  masses  are  produced. 
The  disease  is  the  more  important  because  the  presence  of 
these  fungating  masses  in  the  groins  and  about  the  genitalia, 
and  the  sore  mouth,  has  led  to  some  of  these  cases  being 
mistaken  for  syphilis. 

The  history  of  the  case 1  which  furnished  the  accompanying 
illustration  will  first  be  given,  and  a  more  general  account 
of  the  disease  will  be  appended. 

Emma  H.,  set.  43,  was  admitted  into  University  College 
Hospital  on  June  18th,  1887.  There  was  nothing  of  interest  in 
her  family  history.  Until  attacked  by  the  present  disease  she 
had  never  suffered  from  any  illness  which  had  laid  her  up. 
There  was  some  reason  to  think  that  she  was  not  strictly  tem¬ 
perate.  On  April  9th,  1887,  she  went  to  Dr.  Philips  of  the 
Southgate  Road,  who  kindly  informed  me  that  she  then  com¬ 
plained  of  great  weakness  and  stomatitis.  Nine  days  later  the 
first  bulla  appeared  on  the  abdomen ;  others  soon  followed, 
and  from  the  first,  each  bulla,  instead  of  healing,  left  an  ulcer 
at  its  site.  From  the  abdomen,  the  eruption  spread  to  the 
thighs,  back,  and  indeed,  all  over  the  body,  the  groins  and 
axillae  being  especially  involved.  Large  doses  of  quinine, 
with  and  without  arsenic,  were  given,  but  with  no  good 
effect,  and  opium,  which  was  also  tried,  seemed  to  act 
prejudicially  on  her  appetite  and  general  condition. 

On  June  19tli,  the  day  after  admission,  the  following 
notes  were  taken : — The  patient  is  a  fairly  well-nourished 
woman,  with  grey  eyes  and  dark  complexion.  The  upper 
lip  has  a  single  scabbed  patch ;  the  lower  is  thickly  scabbed 
and  dry ;  the  rest  of  the  face  is  clear.  Inside  the  mouth 
the  tongue  is  white  almost  all  over,  from  loosening  of  the 
epidermis ;  there  are  excoriated  patches  on  the  soft  palate. 
The  inside  of  the  cheeks  and  lips  are  nearly  denuded  of 
epithelium,  but  in  spite  of  this  condition  of  the  mouth  she  can 
eat  meat  without  much  discomfort,  but  nothing  dry  or  hard. 
The  scalp  is  nearly  covered  with  yellowish  fatty  crusts,  and 
has  an  offensive  smell.  On  the  occiput  is  an  irregular  ex¬ 
coriated  patch  with  unhealthy  looking  edges,  but  there  are 
no  bullae,  and  she  says  it  began  as  scabs.  On  the  neck, 
are  several  excoriated  patches,  and  where  the  folds  of  skin 
are  in  contact  there  is  a  thick  white  secretion.  Round  the 
excoriations,  which  are  the  site  of  previous  bullae,  are 
numerous  small  vesicles  and  bullae  which  are  not  very  tense, 
and  contain  a  cloudy  fluid.  Just  above  the  left  breast  is  a 
brown,  slightly  scabbed  patch,  two  and  a  half  by  one  and 
a  half  inches  in  area,  which  is  a  superficial  ulcer  in  process 


of  healing.  On  the  right  breast  is  a  more  recent  patch,  in 
which  the  epidermis  has  been  evidently  raised  up,  but  the 
covering  is  still  there.  The  rest  of  the  chest  is  quite  clear. 
The  left  axilla  is  entirely  occupied  by  a  papillomatous, 
irregularly  projecting  mass,  raised  about  a  third  of  an  inch 
above  the  surface.  The  lower  half  is  dry,  and  covered  with 
a  brown  crust,  broken  up  into  irregular  masses  by  deep 
furrows ;  the  upper  half,  where  the  surfaces  are  in  contact,  is 
covered  with  a  white  secretion  with  a  penetrating  nauseous 
odour  like  that  of  the  scalp.  In  the  right  axilla,  is  a  similar 
condition,  but  the  mass  is  not  quite  so  prominent.  In  the 
arms,  the  left  upper  third  is  nearly  clear,  but  near  the  axillae 
two  bullae  have  just  appeared,  half  an  inch  in  diameter,  with 
perfectly  clear  contents.  Near  the  elbow,  both  front  and 
back,  the  whole  circumference  is  covered  with  more  or  less 
perfect  bullae  and  scaly  crusts,  and  over  the  internal  condyle 
is  a  superficial  ulcer  three  quarters  of  an  inch  in  diameter, 
with  raised  edges  and  red  smooth  surface  which  is  now  dry. 
The  right  arm  is  more  affected,  and  has  several  fresh  bullae ; 
over  the  biceps  is  a  patch  two  inches  square  of  bullae,  both 
old  and  new,  together  with  scaly  crusts.  Underneath  the 
arm,  continuous  with  the  papillomatous  part  in  the  axillae, 
is  a  large  excoriated  patch  partly  covered  with  epidermis. 
At  the  back  of  the  arm,  near  the  elbow,  is  a  raw  surface 
about  four  inches  by  two  and  a  half,  and  at  the  flexure  is 
another;  both  are  bright  red,  moist,  and  secreting  serum 
only.  Just  above  the  flexure  is  a  large  crusted  patch 
adjoining  the  raw  surface  of  the  flexure,  the  crust  being 
mainly  epidermic.  On  the  left  forearm  is  a  nearly  free 
triangular  surface  over  the  ulna,  extending  about  an  inch 
and  a  half  each  side  nearly  to  the  wrist,  where  it  ends  in 
a  point.  All  the  rest  is  covered  with  not  quite  tense  bullae 
with  opaque  contents,  except  at  the  wrist,  where  there  is  an 
excoriated  but  dry  surface.  The  right  forearm  is  affected 
similarly  to  the  left,  both  in  distribution  and  character,  but 
is  nowhere  denuded  of  skin.  On  the  extensor  aspect  of  both 
wrists  the  bullae  are  so  crowded  as  almost  to  touch.  The 
backs  of  both  hands,  as  far  as  the  first  interphalangeal  joint,  are 
uniformly  covered  with  thick  epidermic  crusts,  and  here  and 
there,  even  beyond  these  limits,  are  signs  of  past  bullae, 
but  the  nails  are  unaffected.  In  the  centre  of  both  palms 
the  epidermis  is  irregularly  raised  and  dry,  from  the  formation 
of  imperfect  bullae,  but  the  hands  are  not  so  bad  as  they 
have  been.  Over  the  arms  and  hands  the  disease  as  a  whole 
is  very  symmetrical  in  its  distribution.  On  the  abdomen 
large,  nearly  continuous  patches  extend  almost  across  it  and 
upwards  to  just  above  and  including  the  umbilicus.  At  the 
sides  they  are  confluent,  and  at  the  centre,  one  patch  is 
three  inches  across,  with  some  brown  stains  round  it,  and 
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an  area  of  clear  skin  of  only  one  inch  across  separates  the 
centre  and  side  patches.  These  patches  are  covered  with 
brown,  irregular,  warty-looking,  crusted  masses  of  epidermis. 
The  crust  has  become  detached  on  the  left  side  over  part 
of  the  area,  leaving  a  smooth,  excoriated  surface.  Below  the 
umbilicus  the  skin  is  free  as  far  down  as  a  line  drawn  two 
inches  above  the  pubes.  At  this  point  commences  a  large 
brown  discolouration  extending  across  the  abdomen,  the  site 
of  former  lesions.  In  the  left  groin,  extending  back  over 
the  hip,  is  a  large  excoriated  surface.  On  the  right  side  a 
previously  diseased  area  has  healed,  except  a  small  patch  on 
the  right  flank.  Towards  the  inner  side  of  both  inguinal 
regions,  and  extending  for  about  three  inches  down  the  inner 
side  of  both  thighs,  is  a  papillary  hypertrophy  similar  to 
that  of  the  axillae,  but  covered  with  dry  brown  crusts.  On 
the  front  and  outer  side  of  the  left  thigh  is  a  large,  crusted, 
and  excoriated  patch,  but  there  is  no  corresponding  lesion 
on  the  right  side.  The  front  of  the  legs  is  quite  clear  to 
the  ankles,  but  there  have  been  two  bullae  on  the  left  leg. 
The  ankles  and  the  whole  upper  surfaces  of  the  feet,  as  far 
as  but  not  including  the  toes,  are  covered  with  thickly  set 
bullae  in  all  stages,  very  much  resembling  the  hands,  but 
evidently  more  recently  affected. 

The  disease  extends  round  on  the  inner  side  to  the  soles, 
but  there  are  only  small  bullae  in  the  centre. 

The  back  is  more  or  less  covered  with  excoriated 
patches,  worst  about  the  shoulders  and  lower  part,  and  the 
skin  of  the  whole  back  is  sodden.  The  patches  are  quite 
irregular,  and  surrounded  by  whitish  sodden  epidermis.  The 
excoriations  are  very  abundant  over  the  sacrum,  but  the 
whole  of  the  back  of  the  lower  extremities  is  free.  She  says 
the  back  is  not  painful,  even  to  lie  on,  but  itches  very 
much.  Her  arms  are  painful  and  burning,  as  well  as  itching, 
the  latter  being  especially  troublesome  just  before  the  bullse 
appear. 

The  urine  is  of  a  very  dark  brown  colour,  very  acid,  sp. 
gr.  1040  ;  no  deposit,  no  albumen,  and  no  sugar ;  no  pain  on 
micturition. 

The  odour  from  the  excoriated  and  sodden  skin  was  so 
strong  and  offensive  that  the  patient  was  obliged  to  have 
a  ward  to  herself. 

The  first  care  was  to  endeavour  to  remove  this  foetor. 
The  patient  was  placed  on  a  water  bed,  and  for  the  back 
and  abdomen,  lint  dipped  in  carbolic  acid  oil,  1  in  20,  was 
applied.  The  papillomatous  axillae  and  groins  were  freely 
dusted  with  iodoform  and  the  mouth  washed  out  frequently 
with  chlorinated  soda  lotion,  and  internally,  in  accordance 
with  Mr.  Hutchinson’s  suggestion  in  somewhat  similar  cases, 
liq.  opii  sedativus  m.v.  was  given  three  times  a  day.  This 
was  subsequently  increased  to  m.x. 

The  antiseptic  measures  were  quite  successful,  the  foetor 
ceased  almost  entirely,  and  the  fungations  in  the  axillae  and 
groins  became  much  less  prominent ;  altogether  the  patient 
was  much  more  comfortable,  but  without  any  real  improvement 
in  her  general  condition. 

By  June  22nd  she  was  unable  to  manage  solid  food,  and 
as  she  missed  her  stimulants,  six  ounces  of  port  and  six  ounces 
of  brandy  were  allowed  her. 

On  the  29th  the  eyes  were  painful  and  discharging,  and 
she  was  ordered  boracic  acid  lotion. 

On  July  2nd  her  general  condition  was  decidedly  worse, 
but  her  back  showed  some  signs  of  healing.  The  axillrn  and 
groins  were  still  in  a  raw  condition,  but  the  fungation  was 
less  prominent. 


On  July  4th  her  temperature  could  no  longer  be  taken 
in  the  axillae  or  mouth. 

By  July  6th,  on  the  inside  of  the  arms,  on  the  axillae,  and 
on  the  back  of  the  hands  and  feet,  several  fresh  bullae  had 
appeared,  ruptured,  and  left  excoriated  patches.  The  back 
was  better  at  the  upper  part,  but  quite  raw  over  the  buttocks, 
as  was  nearly  the  whole  of  the  lower  part  of  the  trunk  near 
the  groins. 

The  patient  was  emaciating,  manifestly  weaker,  wan¬ 
dering  at  times,  and  sleeping  but  little ;  but  this  was  not 
due  to  pain,  of  which  she  complained  very  little,  except  when 
her  back  was  being  dressed,  or  when  she  was  moved  in  any 
way.  As  she  could  not  well  use  a  mouth  wash  for  herself, 
her  mouth  was  sprayed  with  permanganate  of  potash 
solution. 

On  July  7th,  at  3  a.m.',  she  had  a  rigor,  the  temperature 
in  the  vagina  was  102°,  and  the  whole  condition  was 
worse. 

On  the  day  before  a  large  bulla  appeared  on  the  back 
of  the  left  hand,  which  burst  and  left  a  raw  surface.  The 
next  day  another  bulla  had  developed  on  the  back  of  the 
right  hand,  and  another  came  out  on  the  right  heel. 

On  July  8th  the  patient  was  evidently  sinking,  the 
forehead  was  covered  with  a  clammy  perspiration,  and  the 
ulceration  on  the  right  side  was  deeper.  She  died  at  1  p.m. 
on  July  9th,  her  general  condition  having  gone  from  bad  to 
worse,  quite  uninfluenced  by  the  opium.  The  disease  had 
lasted  only  three  months. 

Post-mortem  (twenty-six  hours  after  death). — Slight  rigor 
mortis  present.  The  body  was  not  very  much  emaciated, 
the  abdominal  walls  containing  a  large  quantity  of  fat. 
The  eruption  was  now  represented  by  brown  crusting  on 
the  abdomen,  pubes,  and  sides ;  and  by  excoriated  patches 
in  the  iliac  regions,  over  the  flanks  and  hips,  and  round  the 
neck  down  to  the  manubrium.  The  lips,  lower  portion  of 
the  orbits,  and  the  edge  of  the  upper  eyelids  were  also 
excoriated. 

On  section. — Pleurae  :  The  left  contained  a  considerable 
quantity  of  thin,  dirty  looking,  sero-purulent  fluid,  and  there 
were  adhesions  at  the  lower  part  of  the  lung.  The  right 
contained  a  small  quantity  of  similar  fluid. 

The  lungs :  On  the  left  side,  the  posterior  surface  of  the 
lower  lobe  was  covered  with  greenish  white  lymph,  and 
the  lung  substance  was  collapsed,  extremely  softened,  and 
diffluent  at  this  part,  but  the  upper  lobe  was  normal.  The 
right  lung  was  normal  in  the  upper  lobe,  but  the  lower  lobe 
was  oedematous  from  hypostatic  congestion. 

The  liver  weighed  fifty  ounces,  the  surface  was  pale,  the 
substance  soft,  the  lobules  of  a  yellowish  tint  at  the  peri¬ 
phery,  with  central  bluish  red  points. 

The  spleen  weighed  two  ounces,  and  was  soft  and  diffluent. 

The  kidneys :  The  left  weighed  six  ounces,  the  right 
seven  ounces  ,  the  capsule  stripped  easily,  the  cortex  was 
slightly  thickened,  but  the  kidney  substance  was  apparently 
normal. 

The  heart :  The  valves  were  all  healthy,  but  the  walls  of 
the  left  ventricle  were  thin  and  softened. 

There  were  no  signs  of  peritonitis  or  disease  of  the 
intestines. 

Hie  back  :  On  turning  the  body  over  there  were  seen 
numerous  excoriations  about  the  shoulders,  and  a  few  smaller 
ones  in  the  centre  of  the  back,  below  the  angle  of  the  scapula, 


and  several  not  larger  than  a  pea  in  the  interscapular 
region. 

There  were  large  sloughy  looking  excoriations  just  above 
the  ischial  tuberosity  on  both  sides,  most  marked  on  the  right. 

There  were  similar  lesions  on  the  buttocks  as  far  as  the 
margin  of  the  anal  cleft,  but  none  between  the  buttocks,  and 
no  condylomatous  condition  about  the  buttocks  and  perinseum. 

On  the  inner  side  of  the  thighs  below  the  buttocks  the 
papillary  hypertrophy  of  the  skin  was  very  marked.  There 
was  a  large  excoriation  over  the  occipital  tuberosity,  and  a 
few  smaller  near  it  and  near  the  ear.  Portions  of  skin  were 
removed  from  the  groin,  where  the  papillary  hypertrophy  was 
most  marked,  for  microscopical  examination,  and  the  spinal 
cord  was  also  removed  and  placed  in  bichromate  of  ammo¬ 
nium  for  further  investigation.  It  showed  no  macroscopical 
changes. 

The  spinal  cord  was  subsequently  very  carefully  examined 
in  every  region  by  my  friend  Dr.  Frederick  Mott ;  the  appear¬ 
ances  were,  however,  quite  normal. 

Microscopical  examination  of  the  skin  removed  from  the 
groin  and  abdomen  showed  enormous  filiform  papillom¬ 
atous  processes,  many  with  a  bulbous  extremity  springing 
from  the  upper  layer  of  the  corium.  Each  process  con¬ 
sisted  of  delicate  fibrous  tissue  containing  a  vascular  loop, 
and  covered  with  epidermis ;  some  of  the  processes  were 
simple,  others  compound,  and  here  and  there  in  these  com¬ 
pound  structures  two  processes,  separated  below  but  united 
above,  enclosed  oval  layers  of  horny  cells,  due  doubtless  to  the 
continued  growth  of  what  had  been  external  epidermis,  but 
was  now  enclosed  by  the  growing  processes. 

In  the  corium,  below  the  hypertrophied  papillae,  the 
vessels  were  dilated,  and  there  was  moderate  cell  effusion 
round  them.  This  was  also  visible  round  some  of  the 
sebaceous  glands  and  sweat  coils,  and  round  the  vessels  of 
the  papilliform  processes  which  were  wide  enough  to  show  it. 

General  description. — An  analysis  of  the  published  cases, 
in  addition  to  my  own,  enables  the  following  account  to  be 
drawn  up. 

Without  any  preceding  illness  or  other  apparent  cause, 
the  disease  commences  in  the  majority  of  cases  by  pain  on 
swallowing,  or  at  all  events  soreness  of  the  mouth ;  exam¬ 
ination  shows  that  this  is  due  to  the  formation  of  bullae  on 
the  tongue,  pharynx,  or  other  part  of  the  oral  mucous  mem¬ 
brane.  After  a  few  days  or  weeks,  skin  manifestations 
develop  either  in  the  form  of  tense  bullae  with  clear  contents 
of  the  ordinary  pemphigus  type,  or  the  contents  may 
be  sero-purulent  and  imperfectly  fill  the  bulla.  These 
bullae  frequently  appear  first  upon  the  abdomen,  but 
there  is  no  rule  upon  this  point ;  the  outside  of  the  lips, 
the  chest,  especially  at  the  border  of  the  axillae,  are  also  places 
where  they  have  commenced  in  more  than  one  case.  It  is, 
however,  the  course  that  the  bullae  run  which  constitutes 
one  of  the  most  striking  features  of  the  disease. 

Instead  of  drying  up  in  the  ordinary  way,  leaving  only 
the  roof  of  the  bulla  as  a  thin  scab,  which  soon  falls  off,  the 
base  of  the  lesion  remains,  in  the  great  majority  of  bullae, 
as  an  excoriated  surface,  which  may  continue  raw  for  an  in¬ 
definite  period,  or  if  it  does  heal  eventually,  leaves  deep 
brown  pigmentation.  These  raw  surfaces  aie,  as  might  be 
expected,  largest  and  deepest  and  most  obstinate  on  points 
of  pressure,  such  as  the  occiput,  shoulders,  sacrum,  and  hips. 

In  the  axillae,  groins,  gluteal  fold,  the  lower  part  of  the 
abdomen,  and  in  women  about  the  vulva,  in  short,  in  warm 


moist  situations  where  folds  of  skin  are  in  contact,  another 
even  more  striking  phenomenon  occurs  on  the  site  of  the 
ruptured  bull®,  viz.,  papillary  proliferations  of  the  derma 
projecting  from  a  quarter  to  half  an  inch  above  the  suiface, 
and  secreting  a  muco-purulent  offensive  fluid. 

These  circumstances,  and  their  occurrence  about  the 
genito-anal  region,  naturally  suggest  condylomata,  and 
coupled  with  the  ulceration  of  the  tongue  and  mouth,  have 
frequently  led  to  the  affection  being  diagnosed  as  syphilis, 
and  treated  accordingly,  very  much  to  the  detriment  of  the 
already  serious  condition  of  the  patient. 

The  course  of  the  disease,  in  all  the  undoubted  cases  but 
two,  has  been  steadily  downwards  ;  in  two,  recovery  occurred, 
but  some  years  later  another  attack  carried  oft  the  patients. 
The  rule  is,  that  fresh  crops  of  bull®  continue  to  come  out  at 
intervals  ;  and  as  the  condition  of  the  mouth  continues  and 
becomes  aggravated,  the  administration  of  food  becomes  more 
and  more  difficult.  Nutrition,  therefore,  suffers  from  this 
cause  as  well  as  from  the  disease  itself,  which,  as  in  all  forms 
of  dermatitis  involving  a  large  surface  of  the  skin,  produces 
great  exhaustion  and  emaciation.  The  fcetor  from  the  raw 
surfaces  and  papillary  growths  is  very  penetrating  and 
almost  insupportably  nauseous,  and  after  a  course  of  weeks 
or  months  the  patient  dies  exhausted  from  pain,  difficulty 
of  ingestion  of  food,  and  the  large  extent  of  the  skin  erup¬ 
tion  ;  delirium,  collapse,  or  some  intercurrent  inflammation 
close  the  scene. 

Variations.—  In  some  cases,  the  skin  eruption  precedes  the 
affection  Of  the  mouth,  but  it  is  difficult  to  ascertain  how  often 
this  occurs,  as  the  early  history  is  defective  in  some  of  the 
cases,  and  the  ulceration  of  the  mouth  is  not  always  men¬ 
tioned.  In  several  instances  there  has  been  a  suppura¬ 
tive  onychitis  of  some  or  all  of  the  fingers  and  toes,  and 
consequently  shedding  of  the  nails.  Clonic  convulsions  and 
heightened  reflexes  of  the  patellar  and  other  tendons  have 
been  observed  by  Neumann  in  more  than  one  instance,  and 
then  death  occurred  by  coma.  Ptyalism  has  been  noted  in 
both  of  Mr.  Hutchinson’s  and  in  one  of  Neumann’s  cases,  of 
course  aggravated  if  mercury  had  been  given.  Elevation  of 
temperature  has  seldom  been  a  conspicuous  feature.  Besides 
the  oral  mucous  membrane,  those  of  the  conjunctiva  and  vulva 
are  generally  affected. 

Diagnosis — The  diagnosis  ought  now  to  present  no  diffi¬ 
culty.  It  is  true  that  the  presence  of  ulceration  of  the 
mouth  and  lesions  like  condyloma  about  the  genito-anal 
region  is  strongly  suggestive  of  syphilis ;  and  this  diag¬ 
nosis  has  been  made  by  experienced  observers  before  the 
disease  was  understood.  The  following  form  a  distinctive 
group  of  symptoms  to  anyone  cognisant  of  the  existence  of 
the  disease  :  The  onset  with  dysphagia  or  ulceration  of  the 
mouth,  followed  by  a  pemphigoid  eruption  on  the  skin,  in 
which  the  bull®  leave  superficial  ulcerations  on  their  site ; 
while  in  warm  and  moist  situations  like  the  groins  and  axill®, 
exuberant  fungating  masses  spring  up  after  the  bull®  have 
ruptured. 

The  post-mortem  records  do  not  throw  any  light  upon 
the  origin  of  the  disease.  In  a  puerperal  woman  there  was 
peritonitis  and  inflammation  of  all  the  organs  of  generation, 
and  in  one  case  there  was  a  large  lympho-sarcoma  in  front 
of  the  spine,  unsuspected  during  life.  Bronchitis,  pleuro¬ 
pneumonia,  and  croupous  pneumonia  by  itself  have  been 
described,  but  these  are  all  consequences  rather  than  causes 


of  the  disease.  The  spinal  cord  was  examined  in  my  case 
with  a  negative  result,  but  in  future  cases  it  would  be  worth 
while  to  examine  the  spinal  ganglia  and  peripheral  ends 
of  the  nerves.  In  the  majority  of  the  cases  there  has  been 
little  to  account  for  death,  except  the  extensive  skin 
lesions. 

To  assume,  what  is  probable  enough,  that  the  disease 
is  a  neurosis,  is  practically  no  real  advance  in  our  knowledge 
as  to  its  nature,  and  for  the  present  we  must  confess  ourselves 
utterly  ignorant  both  of  its  pathology  and  etiology. 

Treatment. — With  one  possible  exception,  all  treatment 
has  proved  utterly  futile  to  arrest  the  fatal  course  of  the 
disease.  Much,  however,  may  be  done  to  alleviate  the 
suffering  of  the  patient,  and  to  remove  the  fcetor  due  to 
the  decaying  epithelium.  Such  measures  as  already  detailed 
were  quite  successful  in  my  own  case,  and  Neumann  obtained 


a  similar  result  by  using  the  continuous  bath  for  several 
hours  a  day,  and  salicylic  acid  wool.  Antiseptic  washes  for 
the  mouth,  such  as  chlorate  of  potash  lotions,  or,  when  the 
patient  is  too  weak  to  use  them,  permanganate  of  potash 
solution  sprayed  in,  are  also  useful.  The  one  possible  ex¬ 
ception  to  the  futility  of  internal  treatment  is  that  suggested 
by  Mr.  Hutchinson,  namely,  opium.  In  my  own  case  opium 
was  tried  in  vain,  both  in  the  early  stage,  before  I  saw  her, 
and  after  she  came  to  me ;  it  was  then  given  in  full  doses, 
but  probably  the  disease  had  gone  too  far,  while  at  the 
beginning  the  opium  certainly  failed  to  relieve,  but  possibly 
it  was  not  given  in  adequate  doses,  ten  minims  of  the  liq. 
opii  sedativus,  three  times  a  day,  being  the  least  dose  likely 
to  be  beneficial.  It  should  always  be  tried  with  or  without 
arsenic.  The  latter,  while  it  does  not  exert  any  curative 
effect  on  the  disease  as  a  whole,  will  sometimes  control  the 
evolution  of  fresh  bullse. 


PLATE  XIX. 


HYDROA  HERPETIFORME. 


Synonyms:  DERMATITIS  HERPETIFORMIS;  HERPES  GESTATIONIS. 


rpHE  most  striking  feature  of  this  disease  is  the  presence  of 

vesicles  or  bulla?  like  those  of  pemphigus,  but  with  a 
tendency  to  form  herpetiform  groups,  and  with  these  there  is 
a  circinate  or  papular  erythema,  which  may  precede,  accom¬ 
pany,  or  alternate  with  the  vesicular  element,  and  this  often, 
but  not  necessarily,  develops  on  the  erythema  lesions.  Extreme 
and  most  distressing  itching  is  usually  present,  but  in  some 
cases  it  is  only  moderate,  and  in  rare  instances  is  quite 
absent. 

Great  variation  in  the  appearances  is  produced  according  to 
the  size  and  contents  of  the  bullae  and  the  relative  proportions  of 
the  erythematous  and  bullous  elements,  and  where  the  itching 
is  very  marked  the  consequent  scratching  exerts  an  important 
modifying  influence,  the  scabbing,  excoriations,  and  perhaps, 
secondary  pus  inoculation  lesions  (impetigo  contagiosa  or 
ecthyma)  and  pigmentation  sometimes  masking  the  true 
nature  of  the  case. 

The  eruption  is  in  the  main  symmetrical,  sometimes 
preceded  by  itching  and  slight  constitutional  symptoms.  It 
most  commonly  begins  on  the  flexor  aspect  of  the  wrists,  on 
the  ankles,  or  on  the  abdomen,  and  is  usually  most  abundant 
on  the  forearms,  abdomen,  buttock,  or  outer  part  of  the  thighs. 

In  a  typical  case  there  are  rose  red  papules,  patches,  or 
circles,  differing  only  from  the  similar  lesions  of  erythema  multi¬ 
forme  in  the  severity  of  the  attendant  pruritus;  when  the  circle 
is  about  an  inch  in  diameter,  the  vesicles  or  bullse  usually  appear 
on  the  spreading  erythematous  border,  or  on  the  aggregated 
papules,  and  are  usually  from  a  pin’s  head  to  a  pea  in  size,  but 
may  be  larger,  and  even  attain  to  the  size  of  the  largest 
pemphigus  bullse.  These  vesicular  lesions  may,  as  before  said, 
arise  quite  independently  of  the  erythema,  and,  although 
grouping  of  the  vesicles  is  the  rule,  they  may  also  be  discrete. 
The  itching  often  gives  way  to  the  sense  of  burning  and 
tension  when  the  vesicles  appear.  The  contents  are  usually 
clear,  but  may  be  pustular,  as  is  illustrated  in  Plate  XXII. 
The  bullse  dry  up,  unless  ruptured  by  scratching  or  otherwise. 

The  eruption  comes  out  in  crops,  exacerbations  occurring 
every  few  days,  though  often  there  are  no  absolute  inter¬ 
missions,  one  or  two  lesions  appearing  daily.  The  different 
elements  of  the  eruption — erythema,  vesicles,  bullae,  and 
pustules  may  be  simultaneously  present  in  different  regions. 
On  the  other  hand,  only  one  form  of  eruption  may  be  present. 
Thus,  in  a  case  depicted  in  Plate  XXII.,  the  erythema  pre¬ 
ceded  the  pustules  for  several  weeks.  In  other  cases,  the 
vesicles  or  bullae  appeared  alone  in  some  of  the  attacks.  Then 
again  the  bullae  are  sometimes  confined  to  one  region,  and  the 
erythema  to  another  part.  Some  cases,  like  the  one  in  the  present 
Plate,  look  like  a  universal  herpes  zoster;  others,  like  the  leg  in 
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Plate  XXI.,  would,  but  for  the  circinate  erythema  and  the 
itching,  be  exactly  like  pemphigus.  The  pustular  cases 
resemble  impetigo  herpetiformis  in  some  respects,  but  the 
lesions  are  larger,  as  a  rule,  in  hydroa  herpetiforme,  the 
pustules  in  the  impetigo  being  about  the  size  of  the  vesicles 
in  the  present  case.  The  course  of  the  disease  is  chronic  and 
uncertain ;  it  may  last  for  months  or  years  with  or  without 
intervals  of  freedom,  but  recurrences  or  relapses  are  nearly 
certain  to  occur.  In  cases  connected  with  pregnancy  the  erup¬ 
tion  recurs  with  each  gestation,  and  is  often  the  first  recognised 
sign  of  conception  ;  it  generally  continues  until  after  delivery, 
then  an  attack  of  almost  explosive  violence  usually  is  experi¬ 
enced,  and  then  the  attacks  get  fainter  and  fainter,  and  finally 
cease  in  most  cases  in  a  few  weeks  after  delivery,  but  some¬ 
times  they  last  much  longer. 

Etiology. — Very  little  is  known  on  this  head.  Although 
more  common  in  women,  it  is  by  no  means  confined  to  them, 
and  is  less  frequent  in  childhood  than  in  adult  life.  Its 
frequent  association  with  pregnancy  suggests  that  reflex 
irritation  of  the  vasomotor  centres  is  an  exciting  factor,  and 
it  is  probable  that  the  pathology  resembles  that  of  pemphigus, 
the  differences  being  mainly  clinical. 

Diagnosis. — Attention  to  the  leading  features  described 
at  the  commencement  of  the  description,  and  bearing  in 
mind  the  extreme  variability  of  the  eruption  combined  with 
the  intense  itching,  which  is  rarely  absent,  will  usually 
prevent  error.  Pemphigus,  and  especially  pemphigus  pruri- 
ginosus,  is  the  most  likely  source  of  error,  but  this  would 
be  of  no  practical  consequence,  and  indeed  some  authors,  in 
spite  of  the  monomorphous  character  of  pemphigus  pruri- 
ginosus,  regard  it  as  a  mere  variety  of  hydroa  herpetiformis. 
Most  cases,  if  judiciously  treated,  get  well  in  a  few  months, 
but  it  tends  to  recur  in  future  years,  the  attacks  gradually 
decreasing  in  severity. 

Treatment. — This  is  very  much  the  same  as  that  for 
pemphigus.  Overwork  and  worry  should  be  avoided,  as 
far  as  practicable,  and,  while  any  departure  from  the 
general  health  should  be  corrected,  most  reliance  has  to 
be  placed  on  remedies  which  act  on  the  nervous  system, 
such  as  arsenic,  quinine,  and  belladonna,  stated  in  the  order 
of  merit ;  but  as  in  pemphigus,  so  here,  arsenic  requires 
often  to  be  given  in  full  doses,  such  as  m.  viij,  to  x.  of 
Fowler’s  solution,  three  times  a  day.  In  some  cases  it  cures 
absolutely,  in  others  it  fails  altogether  to  control  the  disease, 
while  in  others  again  it  controls  only  as  long  as  it  is  taken, 


the  eruption  recurring  when  the  arsenic  is  discontinued ; 
quinine  or  belladonna  sometimes  succeed  in  these  very  cases. 

Locally,  lotions  which  relieve  itching,  such  as  liq.  carbonis 
detergens,  3ij.  to  3viij.,  or  other  antiseptic  lotions,  are 
indicated.  Alkaline  and  bran  baths,  or,  where  practicable, 
sulphide  of  potassium,  5ij.  to  Jiv.,  to  a  full  length  bath,  give 
great  relief.  The  sulphur  spas,  such  as  Harrogate,  Strath- 
peffer,  and  Aix-la-Chapelle,  may  be  tried,  and  Duhring 
recommends  the  inunction  of  sulphur  ointment. 

The  case  selected  for  illustration  is  a  very  marked  instance 
of  the  universal  herpes  zoster  type,  and  was  under  the  care  of 
my  friend  Dr.  Sangster,  who  very  generously  gave  me  the 
original  drawing  for  this  illustration,  and  the  notes  of  the  case 
were  also  made  by  him. 

F.  B.,  a  portmanteau  maker,  cet.  20,  a  tall,  thin,  but 
healthy-looking  man,  presented  himself  as  an  out-patient  at 
Charing  Cross  Hospital  in  March  1882,  complaining  of  disease 
of  the  skin. 

His  parents  were  living  and  healthy.  Of  seven  brothers 
and  sisters,  one  brother  was  rheumatic,  and  another  had  had 
rheumatic  fever.  A  sister  was  said  to  suffer  with  a  skin 
affection  similar  to  that  about  to  be  described.  A  grand¬ 
mother  was  also  said  to  have  had  an  eruption  round  the  waist 
of  a  like  character,  which  turned  out  to  be  herpes  zoster. 

He  himself  enjoyed  good  health,  with  the  exception  of  his 
skin  disease,  and  the  lassitude  induced  by  disturbed  rest.  The 
heart  and  lungs  proved  to  be  sound,  the  urine  free  from 
albumen  and  sugar.  There  were  scars  in  the  groin,  from 
venereal  disease  contracted  about  one  year  before,  but 
apparently  not  syphilitic  in  nature.  Since  leaving  home  some 
twelve  months  previously,  he  had  lived  indifferently,  fish 
(mostly  dried)  and  shell-fish  forming  a  large  part  of  his  diet, 
so  that  he  took  on  an  average  ten  to  twelve  fish  meals  in  the 
course  of  a  week. 

On  examination  of  the  skin  the  following  condition  pre¬ 
sented  itself : — Over  the  trunk,  back  and  front,  was  a  profuse 
eruption,  made  up  of  circular  pale  red  patches,  with  slightly 
raised  margins,  presenting  isolated,  but  somewhat  closely 
placed  vesicles  or  small  bullse,  intermixed  with  brownish  crusts 
and  excoriations. 

In  front  the  patches  were  almost  confluent,  and  exhibited 
a  very  perfect  symmetry  of  distribution,  so  that  the  chest 
presented  an  almost  continuous  erythematous  area,  bounded 
by  a  festooned  area  corresponding  to  the  margin  of  the 
ribs,  the  border  studded  with  the  vesicles  and  crusts  above 
described. 

Elsewhere  on  the  trunk,  the  eruption  was  more  broken 
up,  the  circular  patches  less  perfect,  and  more  widely  placed. 
Here  and  there  segments  only  of  circles  could  be  traced,  or 
curvilinear  outlines,  but  all  were  more  or  less  raised  and 
vesicating.  The  arms  and  thighs  were  similarly  affected,  but 
in  a  minor  degree,  whilst  on  the  thighs  and  buttocks  there 
were,  in  addition,  many  isolated,  ecthymatous  crusts  situated 
on  inflamed  bases.  The  legs,  forearms,  backs  of  hands,  and 
dorsum  of  feet,  were  almost  free  from  eruption,  showing  only  a 
few  isolated  serous  and  blood  crusts  placed  abruptly  on  the 


surface,  unattended  by  any  inflammatory  phenomena.  There 
were  a  few  scattered  crusts  of  a  like  character  on  the  neck  and 
face.  The  vesications  were  all  small,  the  largest  not  exceeding 
a  split  pea  in  size ;  for  the  most  part  they  were  shallow  and 
irregular  in  outline,  and  filled  with  a  clear  or  slightly  turbid 
straw-coloured  fluid.  A  few  patches  exhibited  vesications  in 
the  same  stage  of  evolution,  but,  as  before  said,  they  were 
mostly  intermixed  with  crusts  and  excoriations.  The  patient 
complained  that  the  eruption  itched  intensely  ;  he  habitually 
scratched  the  patches  when  the  body  was  exposed.  The  many 
excoriations  betrayed  the  injury  done  to  the  vesications  by 
the  finger  nails,  and  confirmed  the  pruriginous  nature  of  the 
eruption.  According  to  the  patient’s  statement,  this  condition 
of  the  skin  had  been  present  in  varying  intensity  for  about  eight 
months.  No  medicine  had  been  taken  before  he  came  to  the 
hospital.  He  had  never  suffered  from  any  skin  ailment  before. 
The  above-named  eruption  steadily  disappeared  under  ex¬ 
pectant  treatment,  or  an  alkaline  gentian  mixture,  so  that 
within  a  month,  only  slight  pigmentations  remained  at  the 
seat  of  the  vesicating  patches.  Ecthymatous  lesions  over  the 
thighs  and  buttocks  were  still  present.  The  patient  continued 
under  observation  for  fifteen  months,  during  which  time  many 
partial  relapses  occurred,  and  some  few  acute  general  outbreaks, 
such  as  that  depicted  (according  to  the  patient’s  statement).  He 
does  not  think  the  body  remained  free  for  longer  than  three 
weeks  together.  In  some  of  the  partial  relapses  the  type  of 
eruption  was  so  changed  as  to  present  but  a  very  slight 
similarity  to  the  strongly-characterised  eruption  first  seen. 
For  instance,  in  some  relapses  there  appeared  distinct  wheal¬ 
like  lesions,  surmounted  by  vesicles,  small  bullse  or  excoriations, 
these  being  intermixed  with  single  pea-sized  bullae.  All  such 
lesions  were  liable  to  present  excoriations,  the  result  of 
scratching.  In  one  attack  he  had  sores  in  the  mouth.  In  the 
partial  relapses  the  ringed  or  patchy  character  of  the  eruption 
was  generally  suppressed,  or  but  feebly  represented.  Quite 
recently  the  patient  again  presented  himself  with  a  general 
outbreak,  when  a  portrait  of  the  disease  was  taken,  as  it 
affected  the  trunk  and  other  extremities.  The  appearances 
depicted  may  be  briefly  described  as  follows  : — from  the  root  of 
the  neck  to  the  umbilicus,  the  surface  is  thickly  covered  with 
erythematous  patches  presenting  the  greatest  irregularity,  but 
mostly  of  a  gyrate  or  ringed  pattern.  Nearly  all  were  covered 
with  closely  set  straw-coloured  vesicles  or  bullse,  scarcely  larger 
than  vesicles.  Here  and  there  were  rings,  and  S-shaped 
patches  of  vesicles,  unaccompanied  by  inflammation. 

About  a  month  after  the  patient  first  came  under  notice 
he  began  to  take  arsenic,  and,  according  to  his  statement,  with 
marked  benefit.  On  this  point  he  has  always  been  most 
positive,  maintaining  that  a  few  doses  were  sufficient  to  cause 
the  rapid  disappearance  of  the  eruption,  or  check  a  severe 
outbreak,  which  he  says  he  could  always  predict  by  the  general 
and  extreme  itching  of  the  skin.  This  statement  has  never 
been  verified,  but  the  strongest  reason  for  believing  it  is  the 
fact  of  his  continued  attendance  at  the  hospital,  at  considerable 
inconvenience,  merely  to  get  the  medicine.  Another  statement 
there  was  reason  to  credit  was  that  during  an  attack  some  of 
the  wheal-like  lesions  were  produced  by  scratching  or  rubbing. 


PLATE  XX 


H Y D RO A  HE R P ETI FOR M E 


HYDROA  HERPETIFORME. 


rnHIS  Plate  represents  two  other  forms  of  Hydroa  Herpeti- 
forme.  While  in  figure  1  the  vesicular  elements  are  of 
an  unusually  large  size,  resembling  the  bill  he  of  a  Pemphigus, 
they  are  arranged  in  the  irregular  groups  which  characterise 
Hydroa  Herpetiforme,  and  are  also  accompanied  by  the  rings 
of  erythema  of  that  disease. 

The  patient,  Sydney  R.,  aged  12  years,  was  admitted  to 
the  East  London  Hospital  for  Children  on  January  20th,  1891. 
Eight  weeks  previously  he  had  been  attacked  with  acute 
rheumatism,  and  the  eruption  had  commenced  a  fortnight 
after  its  onset,  while  the  patient  became  very  languid  and 
white.  The  rheumatism  had  gone  before  admission,  but  the 
rash  still  came  out  in  crops.  It  began  on  the  neck  as  bright 
red  semicircles  and  then  spread  over  the  body.  A  week  later, 
what  were  described  as  blisters  containing  clear  fluid  were 
observed  on  the  site  of  the  spots ;  they  disappeared  in  two  or 
three  days,  but  in  a  week  a  fresh  crop  came  out  with  tender¬ 
ness  and  itching  of  the  affected  skin.  Just  after  the  rash 
appeared  he  was  very  peevish,  feverish,  and  had  pains  in  the 
heels,  and  in  the  popliteal  spaces  and  in  the  elbows,  which 
lasted  for  two  weeks,  but  without  any  swelling  of  the  joints. 

On  admission  he  was  observed  to  be  a  well-nourished  boy, 
with  dejected  aspect.  The  eruption  was  scattered  over  the 
whole  body,  limbs,  and  head,  except  the  face,  and  consisted  of 
erythematous  patches,  vesicles,  bullse,  and  their  remains  in  the 
shape  of  thin  dry  scabs  and  pink  stains. 

The  erythema  was  very  slightly  raised  in  irregular  groups 
of  flatfish  papules,  or  in  circles  or  in  segments  of  circles.  On 
some  of  the  erythematous  lesions,  vesicles  had  developed,  but 
the  bullse  were  for  the  most  part  independent  of  the  erythema 
and  more  abundant.  On  the  thighs  and  legs  the  bullae  were 
in  many  places  crescentically  arranged,  and  the  bullae  were 
formed  by  the  coalescence  of  smaller  vesicles ;  in  other  places 
the  vesicles  and  bullae  were  discrete  and  distributed  irregularly. 
Every  day  for  a  week,  fresh  crops  of  vesicles  appeared,  then 
there  was  a  lull  for  a  week,  and  the  boy’s  general  condition 
improved,  the  erythema  faded  and  the  ruptured  bullae  dried 
up,  leaving  slight  excoriations.  On  February  3rd,  two  large 
bullae  came  out  in  the  night  on  the  right  leg  and  foot,  with 
turbid  fluid  contents  and  red  areolae  ;  these  were  followed  by  an 
abundant  crop  on  the  lower  limbs  and  buttocks,  and  the 
disease  was  displayed  in  all  its  stages.  Below  the  knee  the 
bullae  had  pustular  or  sero-pustular  contents,  varied  in  size 
from  half-a-crown  downwards,  the  largest  being  near  the  knee. 
This  time  there  was  very  little  ringed  erythema,  but  in  the 
previous  attack  there  was  erythema  in  rings  and  papules,  and 
the  vesicles  were  grouped  in  rings  or  irregularly,  or  were 
scattered  discretely,  the  eruption  as  a  whole  extending  all 
over  the  back  and  front  of  the  limbs.  The  itching  was 
moderate,  except  when  fresh  crops  were  coming  out.  The 
patient  got  perfectly  well  in  about  six  weeks,  but  large  numbers 
of  milium  in  groups  were  left  on  the  site  of  many  of  the  bullse, 
as  illustrated  in  Plate  LXXXIII. 

The  drawings  of  Figures  2  and  3  were  very  kindly  given  to 

me  by  Dr.  Sangster,  under  whose  care  the  patient  was  in 
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July  1879.  They  belong  to  the  same  case,  and  represent  an 
irregularly  circinate  erythema  on  the  breast,  while  on  the  back 
of  the  hand  and  forearm  there  was  a  commingled  eruption  of 
circinate  erythema  and  grouped  vesicles  of  small  size,  for  the 
most  part,  except  when  several  had  coalesced.  It  will  be 
observed  that  the  erythema  was  very  abundant,  and  that  in 
many  cases  the  groups  of  vesicles  were  developed  on  and 
followed  the  outline  of  the  erythema,  though  a  few  were 
discrete  and  independent  of  it.  The  only  history  that  I  have 
been  able  to  obtain  of  the  case  was  that  the  man  had  had 
several  previous  attacks,  that  the  eruption  was  most  abundant 
on  the  hands,  feet,  and  ears,  was  attended  with  some  tingling 
but  no  itching,  which  is  a  rather  unusual  feature,  the  itching 
being  usually  a  marked  symptom.  The  whole  eruption 
cleared  up  after  ten  days  of  treatment. 

It  will  be  observed  that  Figure  1  differs  from  pemphigus  in 
the  presence  of  a  ringed  erythema,  and  the  definite  grouping 
of  the  vesicular  element,  whether  situated  on  the  erythema  or 
arising  independently.  In  most  cases  there  is  intense  itching 
in  Hydroa  Herpetiforme,  while  that  symptom  is  usually  absent 
or  trifling  in  a  pemphigus.  But  this  cannot  be  relied  on  as  a 
diagnostic  feature  of  Hydroa  Herpetiforme,  as,  for  example, 
the  itching  was  only  moderate  in  the  case  of  Figure  1,  while 
in  that  of  Figures  2  and  3  it  was  practically  absent.  On  the 
other  hand,  in  pemphigus  pruriginosus  the  itching  is  most 
intense,  and  some  authors  on  that  ground  claim  that  it  should 
be  included  as  a  form  of  Hydroa  Herpetiforme,  in  spite  of  the 
complete  absence  of  circinate  erythema,  and  of  any  definite 
grouping  of  either  vesicles  or  bullae. 

The  internal  treatment  of  this  disease  is  on  the  same  lines 
as  that  of  pemphigus,  and  it  is  probable  that  the  difference 
between  the  two  affections  depends  upon  the  clinical 
morphology  and  not  upon  any  fundamental  difference  in  the 
pathology.  Arsenic  is  the  drug  which,  when  given  internally, 
in  from  five  to  ten  drops  of  Fowler’s  solution  three  times  a 
day,  most  frequently  controls  and  sometimes  absolutely  cures 
an  attack,  though  the  disease,  even  when  reduced  to  abeyance, 
is  apt  to  return  in  the  following  year  at  the  corresponding 
season,  and  in  some  cases  in  a  very  few  months.  In  other 
cases  again,  the  drug  only  seems  to  influence  the  disease  as 
long  as  it  is  being  administered,  the  cessation  of  arsenic  being 
followed  in  a  week  or  so  by  fresh  crops  of  eruption.  In  a  few 
cases  it  fails  entirely,  not  even  exercising  a  temporary  control. 
In  these  cases  large  doses  of  quinine,  from  three  to  five 
grains  three  times  a  day,  given  in  an  effervescing  mixture 
of  citrate  of  potash,  will  sometimes  succeed.  In  other  cases 
belladonna  or  subcutaneous  injections  of  atropia,  beginning 
with  a  sixtieth  of  a  grain,  and  increasing  it  according  to  the 
tolerance  of  the  patient,  act  satisfactorily. 

Local  treatment  is  frequently  required  to  relieve  the  itching, 
and  liquor  carbonis  detergens  lotion,  3i.  to  3viii.,  generally 
gives  relief,  or  when  the  opportunity  exists  a  bath  of  sulphide 
of  potassium,  3ij.  to  the  thirty-gallon  bath,  or  the  waters  of 
some  of  the  sulphur  spas  will  prove  efficacious. 
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HYDROA  HERPETIFORME. 


HYDRO! 


rpHIS  Plate  represents  two  forms  of  Hydroa  and  an 

Erythema. 

Figure  1  represents  Hydroa  Herpetiforme  in  a  pustular 
form.  Two  vesicular  forms  have  already  been  represented  in 
preceding  Plates. 

The  present  case,  Frank  W.,  aged  4,  was  admitted  as  an  in¬ 
patient  at  University  College  Hospital  on  July  3rd,  1889.  He 
had  been  attending  as  an  out-patient  for  some  months  with  a 
circulate  erythematous  eruption  of  the  trunk  and  lower  limbs, 
which  recurred  at  short  intervals.  It  commenced  on  the 
abdomen  as  papules,  which  enlarged  and  formed  rings  and 
gyrate  patches,  attended  with  considerable  itching.  Each 
attack  subsided  in  from  one  to  three  weeks,  leaving  consider¬ 
able  pigmentation,  and  recurring  after  a  few  days  without 
apparent  cause,  but  up  to  June  26th  it  had  always  preserved 
the  same  characters.  At  this  date,  the  eruption  on  the  legs 
was  attended  with  vesiculation  on  the  border  of  the  erythema¬ 
tous  rings,  and  also  with  pea-sized  bullae  independently  of  the 
rings.  The  attack  subsided  in  about  a  fortnight,  and  on  July 
18th  a  fresh  outbreak  of  Erythema  occurred  on  the  chest. 
Attacks  succeeded  each  other  from  time  to  time,  some  erythe¬ 
matous,  some  bullous,  but  on  November  30th  the  eruption  was, 
for  the  first  time,  pustular,  as  in  the  drawing. 

For  more  than  a  year  after  this,  attacks  occurred  from 
time  to  time,  varying  in  character,  being  sometimes  in  erythe¬ 
matous  rings,  with  or  without  bullae  or  large  pustules,  but 
while  many  of  the  attacks  were  erythematous  only,  none  of 
those  with  vesicles  or  pustules  were  without  some  erythematous 
rings,  and  in  all  forms,  itching  at  night  was  always  consider¬ 
able.  The  child  was  well  nourished,  bright  and  well  in  his 
general  health,  and  there  was  nothing  in  his  past  history  or  pre¬ 
sent  condition  to  account  for  the  eruption.  Arsenic  and  bella¬ 
donna  and  large  doses  of  quinine  in  an  effervescing  mixture  of 
citrate  of  potash  were  given,  but  improvement  was  only  tem¬ 
porary,  the  quinine  having  most  influence,  but  he  got  well 
eventually. 

Figure  2  represents  one  variety  of  Hydroa  JEstivale.  This 
disease  is  a  rare  one,  and  is  one  of  the  class  of  summer  eruptions, 
the  attacks  being  always  worst,  and  in  some  cases,  occurring 
almost  exclusively  m  that  season.  While  the  sun  is  the  most 
powerful  excitant,  artificial  heat  and  cold  winds  may  also  bring 
on  an  attack.  All  cases  on  record  have  been  boys,  and  the 
disease  lias  commenced  in  early  childhood,  usually  under  three 
years,  thirteen  years  being  the  latest  on  record.  They  all  tend 
to  get  well  when  the  patient  is  grown  up. 

The  disease  appears  to  be  a  vasomotor  neurosis,  with  a  con¬ 
genital  susceptibility  to  external  irritation. 

The  eruption  comes  chiefly  on  uncovered  parts,  preceded 
by  burning  or  pain,  but  not  itching ;  the  patient  loses  appetite, 
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is  sleepless,  and  there  is  general  malaise.  The  earliest  lesion 
consists  of  red  spots,  upon  which  rounded  vesicles  develop 
singly,  or  in  herpetiform  groups.  Individually,  they  may  vary 
from  the  size  of  a  millet  to  a  liemp-seed,  or  to  a  large  pea,  but  by 
coalescence  they  may  form  flatfish  bullae  of  an  irregular  outline 
and  a  red  areola.  The  course  of  the  lesions  now  varies.-  The 
vesicles  may  dry  up  in  a  day  or  two,  leaving  a  thin  scab,  or 
they  may  rupture  and  leave  a  yellowish  crust,  or  again  the 
larger  vesicles  may  sink  down  and  dry  into  a  thin  red  scab  in 
the  centre,  surrounded  by  a  ring  of  fluid,  and  may  enlarge 
slightly,  preserving  their  shape,  and  closely  resemble  vaccina¬ 
tion  vesicles,  and  it  is  this  phase  which  Bazin  first  described  as 
Hydroa  Vacciniforme.  Whatever  its  form,  a  reddened  slightly 
depressed  scar  is  left,  which  eventually  becomes  white,  but 
remains  indelible.  Occasionally,  the  scar  is  avoided  when  the 
lesion  is  arrested  at  the  erythematous  stage.  The  course  of 
individual  lesions  is  generally  from  three  to  four  days,  and  the 
whole  attack  lasts  two  or  three  weeks ;  itching  is  never  a  very 
prominent  feature.  Besides  the  parts  depicted  in  the  drawing, 
the  neck,  especially  at  the  sides,  the  back  of  the  hands,  and 
less  frequently  the  extensor  aspect  of  the  limbs,  may  also  be 
involved.  In  a  few  cases  it  has  been  general,  but  with  the 
lesions  sparsely  distributed  in  the  covered  parts.  Between 
November  and  February  the  patient  is  entirely,  or  compara¬ 
tively,  free. 

Diagnosis. — The  diagnostic  features  are  the  patient  being  a 
male,  the  disease  commencing  in  early  life  and  recurring  annu¬ 
ally  during  the  hot  months,  especially  after  exposure  to  the  sun 
or  wind.  The  lesions  are  symmetrical  on  exposed  parts,  in  single 
or  herpetiform  vesicles,  which  leave  indelible  scars.  The  con¬ 
ditions  for  which  it  may  be  mistaken  are  the  scarring  of 
strumous  dermatitis,  lupus  vulgaris,  lupus  erythematosus, 
and  syphilis. 

The  symmetry  of  the  scarring  would  at  once  distinguish  it 
from  that  of  strumous  dermatitis  or  lupus  vulgaris.  In  lupus 
erythematosus  the  scarring  is  symmetrical,  and  the  ears  are 
generally  involved,  but  the  scarring  is  in  patches  instead  of 
herpetiform,  and  erythematous  lupus  is  very  generally  worse  in 
the  winter ;  there  are  never  perfectly  free  intervals,  and  though 
it  may  be  aggravated  by  the  sun  or  wind,  it  never  has  vesicular 
lesions ;  finally,  it  is  rare  in  childhood.  Pustular  syphilides  in 
the  secondary  stage  would  be  symmetrical  and  scar  leaving, 
but  they  only  occur  in  severe  forms  of  syphilis,  and  would  not 
be  limited  to  the  exposed  parts  of  the  body,  while  other  signs  of 
syphilis,  either  past  or  present,  would  always  be  present  in  such 
cases.  The  history,  the  date  of  onset,  and  the  absence  of  the 
annual  summer  recurrences,  would  be  decisive. 

Treatment.  —  Prophylaxis  is  here  the  most  important, 
the  patient  should  avoid  exposure  to  the  sun  and  keen 
winds  as  much  as  possible.  Medicinal  treatment  is  not 
very  successful.  The  remedies  for  hydroa  herpetiforme  may 


lie  tried,  and  the  antiseptic  treatment  of  each  vesicle  before  or 
after  rupture  may  sometimes  be  successful  in  preventing  scars. 

The  patient  represented  in  Figure  2  was  an  engine-fitter, 
aged  19,  who  came  to  University  College  Hospital  on  October 
21st,  1891.  He  stated  that  he  had  been  subject  to  the  eruption 
every  summer,  commencing  in  May,  since  he  was  seven  years 
old.  The  attacks  usually  ceased  by  the  end  of  August,  but  he 
was  out  of  work  and  living  badly  when  this  attack  came  on,  a 
few  days  before  admission,  and  it  was  the  first  he  had  ever  had 
so  late  in  the  year.  Each  recurrence  was  brought  on  by  sun 
exposure,  and  commenced  with  blisters  the  size  of  a  hemp-seed 
or  small  pea,  containing  clear  fluid.  They  were  always  confined 
to  the  face,  ears,  and  less  frequently  the  neck.  Each  vesicle 
after  remaining  for  two  or  three  days  bursts  and  leaves  a  scab, 
and  when  that  falls  oft  it  leaves  a  scar.  They  are  usually 
discrete,  but  were  this  time  confluent  on  the  lower  part  of  the 
face  and  the  nose.  The  circles  of  red  scars  on  the  malar 
eminences  are  the  remains  of  the  last  summer  attack,  and  the 
white  scars  nearly  all  over  the  rest  of  the  cheeks  and  the  neck 
under  the  lower  jaw,  chiefly  on  the  left  side,  are  the  relics  of 
older  lesions.  When  he  came  to  the  Hospital  there  were  no 
lesions  present,  the  whole  of  them  having  gone  on  to  the  scab 
condition.  Both  ears  are  bright  red,  shining,  thin  and  cicatricial 
with  a  few  dried  scabs  on  the  lower  lobes,  as  illustrated  in 
Figure  3  ;  the  ears  burn  but  do  not  itch.  There  is  superficial 
scarring  and  some  pigmentation  on  the  backs  of  the  hands,  but 
he  ascribed  this  to  scorching  during  his  work  of  engine  cleaning, 
as  the  hands  have  never  been  attacked  except  when  exposed  to 
the  fire  ;  then  they  get  red  and  inflamed,  but  this  dies  away 
again  without  the  production  of  sores.  He  was  taken  into 
the  Hospital  and  the  whole  eruption  healed  up  in  a  few  days. 
He  was  seen  again  on  November  18th  and  he  was  then  free 
from  all  eruption,  but  the  face  was  riddled  with  scars, 
which  were  more  conspicuous  in  the  photograph  than  in  the 
drawing. 
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Figure  4,  Erythema  ab  igne,  is  a  form  of  erythema  which  is 
represented  here  because  it  occurs  in  rings,  and,  as  the  Plate 
shows,  occasionally  in  vesicles,  and  may  therefore  be  usefully 
compared  with  hydroa  herpetiforme. 

It  is  not  a  very  important  affection  in  itself,  but  has  given 
rise  to  errors  of  diagnosis.  It  occurs  in  cooks,  stokers,  and 
women  who  toast  their  legs  before  a  fire.  In  the  early  stage 
it  forms  rings  of  erythema  and  gyrate  patterns  on  the  front  of 
the  legs,  this  gradually  becomes  browner  in  tint  and  eventually 
fades  and  leaves  deep  brown  ringed  pigmentation  which  has 
been  mistaken  for  that  of  syphilis.  The  pigmentation  may  be 
very  persistent  though  it  fades  to  some  extent  in  summer. 
Vesication,  as  shown  in  the  Plate,  is  exceptional.  No 
treatment  is  required.  The  obvious  indication  being  to 
avoid  the  cause,  unless  prevented  by  the  nature  of  the 
occupation. 

The  patient  from  whom  the  drawing  was  taken,  Ellen  P., 
aged  27,  married,  came  to  University  College  Hospital  on 
February  17th,  1892.  Up  to  Christmas  she  used  to  stand  at 
a  machine  all  day  and  the  legs  were  much  swollen  at  night. 
She  is  not  in  the  habit  of  sitting  over  the  fire,  but  she  does  the 
cooking  for  herself  and  her  husband  ;  and  at  Christmas,  when 
this  first  came  on,  she  was  doing  more  cooking  than  usual. 
When  first  seen  the  legs  were  somewhat  swollen  and  pitted 
slightly  on  pressure.  On  the  inside  of  both  were  purplish  red 
rings  with  ill-defined  borders.  There  was  slight  scaling  on  the 
upper  part  of  the  right  leg  but  very  little  on  the  left.  On  the 
lower  part  of  both  legs  there  were  a  few  bullae  which  had 
developed  on  the  erythematous  rings,  and  in  one  a  nearly 
complete  circle  of  vesication  was  produced.  The  process  was 
a  little  more  advanced  on  the  right  than  on  the  left  leg. 
The  vesicles  were  pricked  and  the  eruption  got  well  in  a 
few  days  with  the  application  of  a  weak  lead  solution  and  a 
bandage. 
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PSORIASIS. 


JJSORIASIS  is  a  chronic  inflammatory  disease  of  which  the 

most  prominent  feature  is  the  presence  of  roundish  patches 
covered  witli  crusts  of  adherent  imbricated  silvery  scales. 

Great  variation  is  produced  in  the  appearance  of  the 
disease  according  to  the  intensity  of  the  inflammation,  the 
size  and  shape  of  which  depend  to  a  great  extent  upon  the 
stage  of  development  of  the  patches  and  the  amount  of  scales 
upon  them. 

Psoriasis  commences  with  papules  not  larger  than  a  pin’s 
head,  which  are  covered  with  a  small  scaly  cap.  These  enlarge 
into  spots  the  size  of  a  pea,  constituting  psoriasis  guttata ; 
continuing  to  enlarge,  they  form  round  patches  from  sixpence 
to  a  crown  in  size,  which  used  to  be  termed  P.  numulata ; 
primary  patches  are  seldom  larger  than  this,  but  by  coalescence 
large  areas  of  skin  may  be  covered  by  continuous  sheets  of 
eruption,  and  then  it  forms  P.  diffusa.  When  psoriasis  is 
beginning  to  improve,  the  centre  of  the  patch  is  the  first  part 
to  clear,  and  a  ring  is  thus  formed,  P.  circinata ;  if  several 
patches  have  coalesced  the  involution  process  produces  gyrate 
areas,  with  a  clear  central  portion,  P.  gyrata.  Many  other 
names  have  been  given  to  chronic  psoriasis,  but  they  are  all 
trivial  distinctions,  and  are  not  worthy  of  preservation. 
Those  which  have  been  mentioned,  and  will  be  illustrated  in 
this,  and  the  succeeding  plates,  mark  only  clinical  differences 
and  are  not  true  varieties,  there  being  really  only  one  kind  of 
psoriasis,  which  may  be  acute  or  chronic  in  its  development. 

While  there  is  no  portion  of  the  body  which  is  actually 
exempt  from  an  attack,  there  are  nevertheless  regions  of 
selection  which  seldom  escape  attack,  such  as  the  elbows  and 
knees,  and  the  extensor  aspect  of  the  limbs  generally,  while 
there  are  others,  such  as  the  palms  and  soles,  which  are 
equally  rarely  attacked,  while  the  mucous  membranes  are 
never  involved,  the  so  called  psoriasis  linguae  having  no  rela¬ 
tion  to  the  disease  under  consideration.  The  next  most  frequent 
position  to  the  limbs  is  the  scalp,  but  it  does  not  extend  as  a 
rule  farther  on  to  the  face  than  the  forehead ;  next  in  order 
of  frequency  comes  the  trunk,  both  back  and  front ;  the  flexor 
aspect  of  the  limbs ;  the  face  below  the  brow ;  and  lastly,  the 
palms  and  soles. 

When  a  typical  patch  of  psoriasis  is  closely  examined 
the  scaly  crust  is  the  most  conspicuous  feature.  These  crusts 
are  composed  of  adherent  scales,  which  owe  their  silvery  aspect 
to  their  being  impregnated  with  air.  When  this  crust  is 
pulled  off,  which  cannot  always  be  easily  done,  a  bright  red 
surface  is  exposed,  and  if  the  crust  has  been  as  adherent  as 
usual,  minute  bleeding  points  are  seen,  these  being  due  to  the 
tops  of  the  enlarged  papillae  being  exposed  in  removing  the 
scales.  This  hypersemic  base  is  very  slightly  raised  above 
and  sharply  defined  from  the  normal  surrounding  skin,  and 
the  surface  is  dry  and  never  presents  the  serous  or  purulent 
surface  characteristic  of  eczema. 
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Etiology. — Psoriasis  occurs  at  any  age  from  three  years 
old  upwards — sex,  rank,  and  occupation  have  no  influence. 
It  is  notably  hereditary  in  a  considerable  number  of  cases. 
While  the  patient  generally  has  a  clear  complexion,  and  often 
appears  to  be  in  good  health,  debilitating  influences,  especially 
lactation  and  all  iSuch  as  produce  exhaustion  of  the  nervous 
system,  are  likely  to  excite  an  attack  in  those  predisposed 
to  it.  One  attack  predisposes  to  others,  and  the  disease  is 
especially  liable  to  recur  in  the  spring. 

Pathology. — The  changes  found  in  the  affected  skin  are 
those  of  moderate  inflammation  in  the  upper  part  of  the 
corium  and  great  hyperplasia  of  the  rete  layers,  with  enlarged 
papilla;  from  down  growth  of  the  interpapillary  part  of  the 
rete.  Whether  the  inflammation  is  primary  or  secondary  to 
the  rete  changes  is  a  disputed  point,  but  signs  of  inflammation 
are  present  in  the  earliest  stage.  The  true  pathogeny  is 
unknown. 

Diagnosis. — In  most  cases,  the  diagnosis  presents  no 
difficulty.  The  absence  of  discharge,  the  predominance  of  the 
eruption  on  the  extensor  surfaces,  especially  the  elbows  and 
knees,  the  primarily  round,  red,  well-defined  patches  covered 
with  scaly  crusts,  and  the  bright  red  bleeding  points  exposed  by 
the  removal  of  the  scales,  prevent  error.  If,  however,  the  scales 
are  scanty  or  absent  from  the  use  of  baths  or  other  local  treat¬ 
ment,  or  in  acute  cases  when  the  surface  is  very  hypergemic 
and  the  scales  flake  off  rapidly,  there  may  be  some  difficulty. 
The  acute  cases  are  most  like  pityriasis  rubra,  and  the 
diagnosis  will  be  given  with  the  plate  representing  such  acute 
cases.  The  more  chronic  cases  without  scales  are  most  like 
lichen  planus  patches,  but  the  latter  have  a  lilac  tint,  while 
the  psoriasis  base  is  nearly  always  of  a  bright  red  hue.  The 
conical  scaly  papules  of  psoriasis  also  are  not  all  like  the  flat 
shining  ones  of  lichen  planus.  The  well-defined  border  is 
unlike  that  of  eczema,  which  in  nearly  all  cases  is  ill-defined, 
and  shades  off  imperceptibly  into  the  normal  skin  except  in 
the  so-called  seborrhoeic  forms. 

Treatment. — The  internal  treatment  of  psoriasis  is  mainly 
empirical.  Arsenic,  iodide  of  potassium,  and  thyroid  extract 
are  the  chief  drugs  employed,  unless  there  are  defects  in  the 
general  health  which  require  attention.  The  latter  must  be 
given  with  caution,  is  contra-indicated  in  elderly  persons  with 
weak  hearts,  and  where  the  disease  is  spreading  rapidly. 
Locally  the  indications  are  to  remove  the  scales  by  alkaline 
baths,  oil  inunctions,  &c.,  and  then  to  rub  in  stimulating 
microbecides,  of  which  preparations  of  tar,  mercury,  cliry- 
sarobin,  &c.,  are  the  most  frequently  employed.  Further 
details  will  be  given  when  relating  the  treatment  employed  in 
the  cases  illustrated  by  the  plates. 


The  Plate  illustrates  a  case  presenting  the  usual  appear¬ 
ances  when  the  eruption  is  rather  abundant.  It  shows  the 
predominance  of  the  eruption  on  the  extensor  aspect  of  the 
forearm,  with  the  comparative  sparseness  of  it  in  an  early 
stage  on  the  anterior  aspect  on  the  opposite  arm.  The 
comparatively  advanced  condition  of  the  disease  also  on  the 
left  limb  suggests  that  the  lesions  there  preceded  the 
outbreak  on  the  trunk  and  elsewhere.  Nearly  all  stages  of 
the  eruption  are  represented  in  this  Plate,  from  the  com¬ 
mencing  papule  to  the  small  and  then  to  the  large  patch, 
both  single  and  compound ;  while  the  early  stage  of  involution 
is  shown  on  the  upper  part  of  the  chest,  a  more  advanced 
stage  or  process  of  cure  is  seen  at  the  elbow. 

The  case  was  that  of  Matthew  S.,  aged  18,  a  compositor, 
who  came  as  an  out-patient  to  University  College  Hospital  on 
January  1st,  1893.  He  had  been  subject  to  psoriasis  off  and  on 
from  the  age  of  six  years,  and  the  present  attack  had  lasted  two 
months.  It  was  very  abundant  all  over  the  limbs  and  trunk, 
and  even  over  the  face.  As  shown  on  the  Plate,  most  of  the 
patches  did  not  exceed  three-quarters  of  an  inch  in  diameter 
except  on  the  arms  where  they  had  fused  into  larger  patches. 


The  gyrate  patches  on  the  upper  part  of  the  chest  showed  the 
process  of  involution,  as  they  were  solid  at  an  earlier  peiiod. 

He  was  a  well-grown  and  healthy-looking  youth  and  said 
that  he  felt  perfectly  well ;  he  was  treated  for  a  short  time  as 
an  out-patient  but  as  he  only  made  slow  progress  he  was 
taken  into  the  hospital. 

The  treatment  while  in  the  hospital  was  to  keep  him  in  bed, 
rest  and  an  equable  temperature  being  important  where  the 
eruption  is  widely  spread.  Internally,  as  there  was  no  depar¬ 
ture  from  health  present,  he  was  given  liquor  arsenicalis 
m.v.  infusi  quassia;  3L  For  local  treatment,  he  had  alkaline 
baths  to  remove  the  scales,  for  which  four  ounces  of  carbonate  of 
soda  were  added  to  30  gallons  of  water  at  a  temperature  of 
95°  F.,  and  the  patient  remained  in  20  minutes;  the  scales 
were  then  rubbed  off  and  an  ointment  of  resorcin  5ss,  ol 
cadini  mxx.,  adipis  3U  was  firmly  rubbed  in.  Under  this 
treatment  he  gradually  improved,  the  patches  clearing  in  the 
centre  and  becoming  less  scaly,  and  as  the  hypersemia  dimin¬ 
ished,  the  strength  of  the  application  was  increased  and  he 
was  quite  well  when  he  was  discharged  from  the  hospital. 
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PSORIASIS  CHRONICA  ET  ACUTA. 


rpHE  Plate  represents  two  examples  of  Psoriasis  in  the 

chronic  form,  and  one  where,  on  account  of  the  intensity 
of  the  inflammation  and  the  consequent  abundant  exfoliation, 
the  inflammation  is  entitled  to  be  called  acute. 

Figure  1  represents  a  case  of  the  ordinary  type,  in  which 
the  disease  was  seen  partly  in  patches  and  partly  in  the  diffuse 
form  from  the  coalescence  of  many  of  the  component  patches, 
with  a  certain  amount  of  involution  of  the  process  about  the 
knee,  while  it  shows  the  most  common  distribution,  namely, 
the  extensor  aspect  of  the  limbs,  especially  round  the  elbow 
and  knee. 

The  patient,  William  H.,  aged  eight  years,  was  admitted 
into  University  College  Hospital  on  March  26th,  1892.  There 
was  no  history  of  psoriasis  in  the  family,  nor  of  any  other 
hereditary  disease.  The  psoriasis  had  been  developing  for 
six  months.  The  patient  was  a  healthy  looking  boy,  with  no 
ascertainable  defect  in  health  except  this  disease  of  the  skin. 
On  admission,  the  eruption  extended  on  the  left  leg  over  nearly 
the  whole  surface  below  the  knee,  except  at  the  inner  ankle. 
There  was  only  one  patch  on  the  dorsum  of  the  foot,  at  the 
root  of  the  fourth  and  fifth  toes.  It  was  diffuse  over  the 
left  thigh,  but  on  the  outer  side  extended  a  few  inches  below 
the  great  trochanter ;  on  the  inner  side,  and  rather  behind,  the 
patches  reached  slightly  higher,  and  behind  it  reached  over  the 
buttocks  and  as  far  up  as  the  last  lumbar  vertebra.  On  the 
right  foot  there  was  one  patch  on  the  middle  of  the  instep, 
and  there  were  one  or  two  scattered  patches  round  the  ankle. 
About  two  inches  and  a  half  above  the  ankle  the  disease 
became  more  extensive,  as  is  shown  in  the  Plate.  Behind  it 
was  not  so  abundant,  and  on  the  thigh,  the  lesions  were  more 
scattered  and  gyrate  ;  they  were  most  marked  at  the  outer 
side  and  on  the  back  of  the  limb,  and  extended  as  far  up  as 
on  the  opposite  side.  The  rest  of  the  trunk  was  free.  On  the 
left  arm  the  disease  was  most  marked  on  the  outer  aspect, 
extending  from  two  inches  above  the  wrist  to  the  insertion  of 
the  deltoid.  On  the  flexor  aspect  of  the  forearm  there  were 
only  four  patches,  and  there  was  only  a  single  patch  just  above 
the  inner  condyle.  The  hands  were  free.  On  the  right  arm 
the  distribution  was  very  similar,  and  the  Plate  shows  the 
arrangement  in  the  neighbourhood  of  the  elbow.  There  was 
more  eruption  than  usual  on  the  face,  but  this  is  more  common 
in  childhood  than  in  adults.  There  were  patches  on  the  centre 
of  the  bridge  of  the  nose,  on  the  cheeks,  and  on  each  side  and 
beneath  the  chin.  The  neck  was  free.  The  characters  of  the 
eruption  is  shown  in  the  Plate.  The  patches  were  moderately 
red  and  covered  with  thick  scaly  crusts.  They  were  sharply 
defined  at  the  border,  even  where  they  had  coalesced  into 
diffuse  areas. 

The  disease  was  treated  locally  by  friction  with  soft  soap, 
followed,  after  rinsing  off'  the  soap,  by  inunction  of  an  ointment 
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of  yellow  oxide  of  mercury  night  and  morning,  but  the  soft 
soap  was  only  applied  once  a  day.  After  some  weeks  of  the 
treatment  there  was  considerable  clearing  up  of  the  eruption, 
the  scaliness  had  much  diminished,  and  the  patches  were  smooth 
and  less  raised  above  the  surface.  The  arms  were  very  dry  and 
scaly,  and  the  patches  there  stood  out  plainly.  Subsequently 
a  paint,  consisting  of  chrysarobin  gss.  to  traumaticin  gx.,  was 
applied  on  the  now  nearly  smooth  surface  of  the  patches  of  the 
right  leg  only.  While  this  nearly  removed  some  of  the  older 
less  reddened  patches,  it  produced  some  irritation  of  the  rest  of 
the  eruption,  and  resorcin  ointment  was  therefore  substituted. 
This  suited  it  much  better,  and  most  of  the  eruption  rapidly 
cleared  up.  The  arms  had  been  steadily  improving  on  the 
soap  and  yellow  oxide  of  mercury  treatment,  but  the  left 
more  rapidly  than  the  right.  From  time  to  time,  however, 
the  treatment  had  to  be  modified  for  some  of  the  patches, 
which  became  inflamed  if  the  treatment  was  too  vigorously 
pursued  all  over ;  but  after  three  months'  treatment  the  boy 
was  discharged  quite  free  from  eruption. 

Figure  2  represents  a  very  unusual  case  as  regards 
position,  limitation,  and  duration  of  the  eruption.  Slight 
attacks  of  psoriasis  of  the  palm  are  not  so  unusual  as  are 
often  stated,  but  the  palms  are  seldom  attacked  unless  the 
disease  is  extensive  in  other  parts.  This  statement  applies 
only  to  true  psoriasis ;  the  cases  of  palmar  eczema  and  the 
scaly  syphilide,  to  which  the  name  of  Palmar  Psoriasis  has 
often  been  incorrectly  applied,  being  of  course  excluded. 

The  patient,  Elizabeth  B.,  was  aged  44,  and  was  the 
wife  of  a  gardener.  She  stated  that  the  disease  had  existed 
on  the  left  hand  for  twenty-three  years,  that  it  had  at  one 
time  affected  the  right  hand  also,  but  that  this  had  been 
free  for  many  years.  The  back  of  the  hand  was  much  less 
affected  than  the  palmar  surface,  and  the  appearances  and 
distribution  is  shown  in  Plate  XC.,  which  is  devoted  to 
diseases  of  the  nails.  Besides  the  left  hand  there  were  some 
patches  on  the  flexor  aspect  of  the  wrist  and  half  way  up 
the  forearm  with  the  aspect  of  typical  psoriasis  with  thick 
scaly  crusts.  When  she  first  came  to  the  Hospital  on  August 
6th,  1887,  the  disease  occupied  the  whole  of  the  palmar  surface 
of  the  left  hand  and  fingers,  with  thick  white  scales  of  the 
usual  psoriasis  appearance.  The  centre  of  the  palm  was  the 
least  affected,  and  the  drawing  was  taken  after  some  im¬ 
provement  had  been  effected  by  treatment.  On  the  back 
of  the  hand,  the  disease  only  affected  the  knuckles,  except  on 
the  little  finger,  the  whole  of  which  was  involved.  It  also 
extended  from  this  finger  along  the  inner  border  of  the  hand. 
Between  the  fingers  the  disease  was  only  on  the  sides  from 
the  first  phalangeal  joint  to  the  tip.  The  nails  were 
enormously  thickened  and  raised  up  from  their  bed  with 
scales  which  had  accumulated  between  them ;  the  middle  and 


forefinger  nails  were  over  half  an  inch  thick,  while  that  of 
the  little  finger  was  compressed  laterally  and  looked  like  a 
horny  peg ;  the  ring-finger  nail  was  not  so  much  thickened 
as  the  rest,  but  there  was  quite  as  much  accumulation  of 
epidermis  beneath  it.  The  thumb  nail  was  thicker  than  the 
rest,  and  had  been  accidentally  -  torn  off  more  than  once. 
The  nails  were  also  discoloured,  irregular,  rough,  and  fibrous- 
looking.  The  patient  had  marked  hyperidrosis  of  the  hands, 
but  there  was  nothing  else  in  her  general  health  or  circum¬ 
stances  to  account  for  the  condition.  The  patient  was  shown 
at  the  Dermatological  Society,  and  the  patches  on  the  forearm 
were  so  absolutely  indistinguishable  from  psoriasis  that  all 
members  of  the  Society  present  concurred  in  the  diagnosis. 
The  patient  improved  considerably  under  treatment,  but  owing 
to  her  living  in  the  country  was  obliged  to  give  up  attending 
the  Hospital. 

Figure  3  shows  the  appearance  presented  when  the 
inflammation  takes  an  acute  form.  The  disease  no  longer 
shows  the  characteristic  patches,  as  they  speedily  coalesce  into 
a  diffuse  and  intense  redness  of  the  skin,  with  great  heat  of 


the  surface  perceptible  to  the  touch,  and  rapid  exfoliation  of 
the  epidermis  in  flaky  scales,  instead  of  adherent  silvery  scaly 
crusts.  The  condition  resembles  Pityriasis  rubra  [see  Plate 
XXIX.)  instead  of  psoriasis,  but  it  is  a  much  more  limited 
disease.  Some  cases,  however,  spread  rapidly,  and  actually 
develop  into  pityriasis  rubra. 

Whenever  psoriasis  appears  with  this  intense  hypersemia 
it  must  be  treated  like  other  forms  of  acute  dermatitis,  and 
soothing  and  protecting  remedies  applied.  Oily  applications 
are  generally  grateful  to  the  patient,  relieving  the  feeling  of 
tension  in  the  skin.  Thus,  plain  olive  oil  may  be  rubbed  in,  in 
such  a  case  as  the  one  represented,  or  the  limb  may  be  wrapped 
in  a  bandage  or  in  cloths  dipped  in  calamine  liniment,  viz., 
calamine  gij.,  zinc  oxide  3ss.,  lig.  calcis  et  ol.  olivse,  aa  Jss.  M.ft. 
linimentum.  Internally,  saline  aperients,  diuretics,  or,  if  the 
disease  is  very  acute  and  extensive,  an  effervescing  citrate 
of  potash  mixture  with  quinine.  In  all  cases  of  this  kind, 
in  which  the  disease  covers  a  large  part  of  the  body,  the 
patients  should  be  kept  in  bed,  as  they  are  very  sensitive  to 
chills,  and  a  decided  chill  would  be  nearly  certain  to  convert 
the  disease  into  pityriasis  rubra. 
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PSORIASIS  PUNCTATA. 


pSORIASIS  commences  as  a  pin's  head  sized  flat  papule, 
which  is  soon  crowned  with  a  scaly  cap ;  as  a  rule,  it 
enlarges  peripherally,  and  may  go  on  to  a  patch  the  size  of 
half-a-crown ;  but  in  some  cases,  especially  in  children,  it 
remains  in  the  papular  stage  for  some  time,  or  throughout 
the  whole  course  of  the  attack.  It  is  this  persistence  in  a 
punctate  form  which  to  a  slight  extent  justifies  the  retention 
of  the  term  Psoriasis  Punctata. 

In  many  cases  these  papules  commence  round  a  hair 
follicle,  and  may  then  have  a  conical  shape,  but  it  is  probable 
that  they  sometimes  also  commence  round  the  sweat  follicles. 
This  was  probably  the  case  in  the  patient  depicted  in  the 
present  Plate. 

Kate  M.,  aged  16,  a  tailoress,  first  came  to  University 
College  Hospital  on  June  11th,  1892.  .  She  had  been  very 
feverish  and  out  of  sorts,  and  had  had  influenza  six  months 
previously ;  this  was  followed  by  pneumonia  and  aphonia, 
and  she  had  never  been  well  since. 

The  eruption  came  out  fourteen  days  before  she  came 
to  the  Hospital,  after  taking  some  magnesia.  It  consisted 
of  papules  from  a  pin’s  head  to  a  hemp  seed  in  size,  but  flat 
and  slightly  scaly.  In  the  middle  of  the  back  the  papules 
had  coalesced  into  irregular  patches,  but  these  were  not  very 
scaly,  owing  to  the  mother  having  applied  zinc  ointment. 
The  general  aspect  differed  somewhat  from  the  usual  forms 
of  psoriasis  punctata,  as  the  scaliness  was  more  scanty  and 
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less  crusted.  In  front,  the  eruption  was  distributed  over  the 
trunk  on  the  upper  part  of  the  chest,  round  and  under  the 
breasts,  but  there  were  scarcely  any  scales  on  the  papules  ; 
behind,  it  was  almost  limited  to  the  centre  of  the  back,  and 
extended  for  about  2  inches  on  each  side  of  the  spine ;  there 
was  a  small  patch  of  it  in  the  right  scapular  region ;  there 
were  a  few  papules  on  the  extensor  aspect  of  the  arms ;  and 
there  was  a  good  deal  of  eruption  on  the  backs  of  the  hands, 
where  the  lesions  were  smaller,  and  looked  very  like  lichen 
planus,  except  that  most  of  them  were  desquamating  to  a 
slight  degree ;  there  were  a  few  on  the  front  of  the  legs, 
which  were  just  appearing,  of  somewhat  similar  character 
to  those  of  the  trunk,  and  seated  at  the  hair  follicles,  but  the 
majority  of  the  papules  gave  me  the  impression  of  being  seated 
at  the  sweat  follicles,  though  this  could  not  be  anatomically 
proved.  On  scratching  off  the  scales,  the  bright  red  bleeding 
points  characteristic  of  psoriasis  were  exposed,  and  where 
the  papules  had  coalesced  into  patches  the  usual  appearance 
was  exhibited.  She  was  treated  at  first  with  a  lotion  of 
liquor  carbonis  detergens  3i.;  water  ^viii,  as  a  lotion  to  be 
sponged  in  night  and  morning,  and  an  iron  and  arsenic 
mixture  was  ordered  for  internal  administration.  On  June 
29th  the  local  application  was  changed  to  an  ointment  of 
resorcin  3ss.,  oil  of  cade  m.xx.,  and  lard  ^i.  She  was  quite 
well  after  about  six  weeks’  treatment. 


( 
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PLATE  XXV. 


PSORIASIS  PUNCTATA 


PSORIASIS  FOLLICULARIS. 


FJ1HIS  Plate  represents  a  form  of  Psoriasis,  differing  in  many 

important  respects  from  the  usual  forms,  as  the  history 
and  description  of  the  case  will  demonstrate.  This  arises 
probably  from  the  disease  being  chiefly  seated  at  one  of  the 
appendages  of  the  skin.  Milder  forms  attacking,  chiefly  or 
exclusively,  either  the  hair  or  sweat  follicles,  are  not  very 
rare.  The  present  case,  from  the  generalisation  and  intensity 
of  the  process,  was  more  difficult  of  recognition,  and  suggested, 
by  its  primarily  papular  elements,  that  it  might  be  some 
form  of  lichen,  but  it  accords  even  less  with  any  of  the 
recognised  types  of  lichen  than  it  does  with  psoriasis.  The 
following  is  the  history  of  the  case. 

The  patient  was  a  married  woman,  cet.  26,  who  was 
admitted  into  University  College  Hospital  on  May  5th,  1886. 
Her  family  history  was  remarkable.  On  the  maternal  side 
the  great-great-grandfather,  the  grandfather,  the  mother, 
uncle,  aunt,  and  brother  of  the  patient  had  all  suffered  from 
a  dry,  scaly  eruption,  similar  to  that  of  the  patient.  Another 
brother  had  had  rheumatic  fever,  and  the  father  suffers  from 
chronic  rheumatism.  The  brother,  who  was  covered  with  a 
scaly  eruption,  died  of  blood  poisoning. 

The  patient,  who  has  been  married  four  years,  has  had 
two  healthy  children.  She  first  suffered  from  the  eruption 
when  fourteen  years  old,  on  the  head  and  face.  It  recurred 
the  following  spring,  and  has  done  so  every  year  since, 
always  beginning  on  the  face.  A  year  before  admission  she 
had  rheumatic  fever,  which  permanently  crippled  her  finger- 
joints.  The  rash,  which  was  bad  before  the  fever,  became 
worse  during  it,  coming  out  all  over  her,  and  she  has  not 
been  well  since,  and  is  much  thinner.  On  admission, 
every  region  is  more  or  less  involved,  including  the  palms, 
soles,  and  toe  and  finger  nails,  but  there  are  free  areas  of 
healthy  skin  of  varying  extent.  It  is  almost  continuous 
on  the  abdomen,  forearms,  and  thighs,  and  the  back  is 
uniformly  covered,  but  not  in  a  continuous  sheet,  as  the  Plate 
illustrates. 

Characters  of  the  Eruption. — The  general  aspect  of  the 
disease  suggested  psoriasis.  On  the  back  of  the  arms  and 
forearms  the  skin  was  thick  and  rough  as  a  nutmeg  grater, 
uniformly  covered  with  silvery  scales,  but  although  more 
abundant  in  some  places  than  others,  they  were  nowhere  in 
the  characteristic  crusts  of  psoriasis.  On  the  flexor  aspect 
of  the  forearms  and  on  the  fingers,  where  the  eruption  was 
less  abundant,  the  constituent  elements  of  the  eruption  were 
seen  to  consist  of  papules,  the  size  of  a  large  pin’s  head, 
with  a  silvery  cap,  leaving  on  removal  a  bright  red  surface 
which  bled  readily.  The  outline  of  the  papules  was  roundish 
or  irregular,  flatly  convex,  but  not  glistening ;  where  not 


too  closely  set,  a  tendency  to  group  into  rings  was  per¬ 
ceptible.  In  the  palms,  the  papules  were  acuminate,  without 
scales,  and  showed  a  tendency  to  vesiculation.  The  finger 
and  toe  nails  looked  like  scaly  crusts,  really  consisting  of 
horny  masses  f-inch  thick,  split  into  scales.1  On  the  back 
the  eruption  was  almost  uniform.  At  a  distance  it  seemed 
almost  covered  with  silvery  scales,  but  on  close  inspection 
it  was  evidently  composed  of  ringed  or  gyrate  groups  of 
papules,  some  discrete,  some  coalescent,  the  skin  within  the 
ring  being  normal  or  only  slightly  scaly.  This  was  best  seen 
on  the  upper  part  of  the  back,  and  where  the  eruption  was 
not  too  dense ;  single  papules  were  scattered  between  the 
rings.  The  lower  limbs  were  for  the  most  part  like  the 
forearms,  but  on  the  inner  side  of  the  knee  the  papules 
were  more  distinct  than  any  where  else,  as  shown  in  the  small 
figure.  Here  they  were  flatly  convex,  slightly  scaly,  and 
not  so  angular  as  those  of  lichen  planus.  The  hair  was  dry 
and  lustreless,  but  not  much  thinned,  and  the  scalp  was  covered 
with  a  dense,  scaly  crust.  The  tongue  and  mucous  membranes 
were  not  affected.  The  fingers  were  partially  ankylosed  from 
the  previous  rheumatism,  but  the  heart  was  unaffected  ;  there 
was  no  albumen  or  sugar  in  the  urine,  and  all  the  viscera 
were  healthy. 

On  May  22nd  the  patient  was  ordered  daily  hypodermic 
injections  of  Fowler’s  solution  of  arsenic,  commencing  with 
3  minims,  increased  in  a  few  days  to  4  minims.  On  May  29th 
it  was  noted  that  “  the  skin  is  much  better,  and  that  the 
scales  are  all  falling  off,”  and  the  dose  of  arsenic  was  increased 
to  5  minims.  She  continued  to  improve,  and  by  June  8th 
the  back  was  nearly  free  from  scales,  and  the  face  from 
papules,  though  it  was  still  red,  but  the  legs  had  not  improved 
in  proportion  to  the  rest,  and  on  June  13th,  therefore,  the 
arsenic  was  injected  into  the  calf  of  the  right  leg  to  see 
if  any  local  effect  would  be  produced ;  but  this  was  not 
successful,  and  on  June  17th  some  new  spots  appeared  on 
the  forehead,  cheeks,  the  back  of  the  hands,  the  legs  and 
thighs,  but  there  was  no  pyrexia.  On  the  21st,  the  legs  were 
worse  ;  they  were  red  and  tender,  with  a  fresh  crop  of  papules, 
and  there  was  some  lachrymation  and  pain  in  the  eyes  and 
head.  On  the  next  day,  the  second  and  third  fingers  of  the 
right  hand  were  swollen  at  the  inter-phalangeal  joints.  Next, 
the  fresh  papules  became  more  prominent,  and  horny  crusts 
formed  on  the  legs  and  feet,  and  when  the  crusts  were 
removed  the  surface  beneath  was  slightly  moist  and  ex¬ 
coriated  looking,  and  bright  red  points  were  visible  with  a 
lens,  and  for  several  days  itching  had  been  a  marked  symptom. 
Several  joints  were  now  tender  and  painful,  there  was  puffy 
swelling  and  redness  at  the  root  of  all  the  nails  of  the  right 
hand  and  on  the  first  two  fingers  of  the  left,  and  the  eruption 
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See  Plate  XC. 


on  the  face  was  extending  all  over  both  cheeks  and  the  centre 
of  the  forehead  and  nose. 

On  June  24th  she  was  ordered  salicylate  of  soda,  and 
the  next  day  alkaline  baths.  On  the  evening  of  the  25th 
her  temperature  was  103.6°  F.,  but  it  fell  next  morning 
to  101.6°.  There  was  then  all  over  the  chest  a  red  scarlatini- 
form  eruption  without  any  papules.  There  was  lachrymation 
and  frontal  headache. 

Two  inches  inside  the  nipple  line  there  was  distinct 
diastolic  and  systolic  pericardial  friction,  and  at  the  apex 
there  was  a  faint  systolic  bruit.  A  blister  over  the  heart 
was  ordered.  The  next  day  she  was  no  better.  The  tem¬ 
perature  varied  from  101.2°  to  102.6°  F.  The  eyes  were 
painful,  especially  with  light,  but  the  headache  was  better. 
The  epidermis  on  the  chest  was  cracking  in  small  spots,  as 
if  peeling  were  about  to  commence.  In  other  parts  the  old 
eruption  was  peeling  off  in  large  scabby  flakes,  and  there  was 
then  no  pain  in  the  joints. 

On  the  28th  she  was  a  little  better  but  very  drowsy  ; 
the  eyelids  were  swollen.  The  tongue  was  drier,  but  clearing 
at  the  edges.  The  urine  was  still  free  from  sugar  and 
albumen. 

A  little  later  the  skin  of  the  chest,  where  the  old  eruption 
was,  had  peeled  off,  and  looked  like  a  commencing  pityriasis 
rubra. 

On  July  1st,  the  left  eye  was  painful,  the  pupil  dilated, 
and  the  iris  had  a  greenish  hue,  and  there  was  evidently 
iritis  present  as  well  as  conjunctivitis.  She  complained  of 
pain  and  tenderness  in  the  shoulders,  knee,  and  toes.  The 
old  scaly  crusts  continued  to  be  thrown  off,  leaving  the  skin 
beneath  intensely  hypenemic ;  and  by  July  2nd  the  whole 
surface,  as  far  as  the  knees,  was  in  a  condition  of  fully- 
developed  Pityriasis  rubra,  the  skin  being  uniformly  red, 
with  flaky  scales,  which  were  very  large,  imbricated,  and 
characteristic  on  the  flanks,  less  detachable  on  the  chest, 
and  on  the  face  comparatively  small.  On  the  arms,  the  old 
crusts  which  belonged  to  the  preceding  papular  condition 
had  not  yet  been  thrown  off,  but  a  large  portion  of  them 
was  easily  detachable,  and  the  surface  slightly  moist.  These 
crusts  were  thick  with  papular  irregularities  on  the  surface, 
corresponding  with  the  previous  papules ;  but  beneath  they 
only  showed  faint  indications  of  papules,  and  where  it  had 
been  separated  for  a  few  days  was  quite  smooth.  The  old 
skin  of  the  finger  tips  was  still  undetached,  and  there  were 
yellow  points  of  imprisoned  fluid  visible  through  it.  The 
thighs,  which  had  thrown  off  the  old  skin  last,  were  uniformly 
red,  and  were  only  just  beginning  to  show  signs  of  scaling. 
Below  the  knee,  the  old  skin  was  still  adherent  with  horny 
papules,  from  a  hemp  seed  to  a  small  pea  in  size,  united 
into  a  scaly  crust,  quite  concealing  the  colour  of  the  skin 
beneath,  which,  when  exposed,  was  of  deep  red  colour,  slightly 
irregular  and  moist.  Four  days  later  all  the  old  skin  had 
peeled  off,  leaving  the  feet  very  tender.  On  July  13th  the 
eyes  were  very  painful,  and  my  colleague,  Mr.  Tweedy, 
examined  them  and  diagnosed  double  rheumatic  iritis, 
ordering  atropia  and  boracic  acid  lotions.  Both  shoulder  and 
knee  joints,  and  the  whole  of  the  right  arm,  were  very 
painful,  and  the  systolic  murmur  at  the  apex  was  more 
distinct.  The  urine  was  only  450  c.c.  (16  oz.)  in  the  twenty- 
four  hours,  and  contained  phosphates,  but  no  albumen  or 
sugar.  The  patient  was  extremely  weak  and  her  condition 
very  critical.  On  July  23rd,  the  eyes  were  better,  and 
pericardial  friction  could  no  longer  be  heard,  but  the  systolic 
murmur  was  very  distinct.  On  July  31st,  this  murmur  was 


much  softer.  The  eyes  were  better,  the  arthritic  pains  nearly 
gone,  and  the  quantity  of  urine  was  720  c.c.  The  skin  also 
was  less  red  and  scaly. 

From  this  time  the  patient  steadily  improved ;  fresh 
scales  gradually  ceased  to  form,  the  skin  became  paler  and 
smooth,  and  she  gained  strength  daily.  All  the  rheumatic 
symptoms  disappeared,  except  that  the  previously  stiffened 
and  flexed  finger-joints  were  still  more  so,  and  there  was 
a  soft  systolic  murmur  at  the  apex  always  audible.  On 
September  19th,  however,  when  the  rest  of  her  body  was 
quite  well,  a  few  papules,  somewhat  of  the  old  character 
appeared  on  the  back  and  front  of  the  chest.  They  increased 
a  good  deal  on  the  back,  below  the  scapulae,  coalescing  into 
irregular  scaly  patches,  with  a  tendency  to  form  circles  of 
a  quarter  to  half  an  inch  in  diameter.  The  papules  were 
from  a  pin's  point  to  a  millet  seed  in  size,  some  smooth  but 
most  of  them  scaly ;  there  were  a  small  number  of  papules 
also  on  the  limbs.  These  fresh  papules  were  much  improved 
by  inunctions  of  cod  liver  oil,  and  the  whole  skin  became 
quite  clear,  except  on  the  back,  which  although  improved 
was  not  quite  cured  when  she  left  the  Hospital,  practically 
well,  on  October  27tli.  Her  skin,  however,  was  very  sensitive, 
and  on  the  slightest  excitement  the  whole  body  would  flush 
a  deep  red  colour,  which  subsided  in  a  few  minutes,  with  the 
exception  of  a  small  patch  on  the  left  cheek,  which  lasted 
for  some  time  longer.  The  hair,  which  had  nearly  all  fallen 
off,  was  growing  vigorously  when  she  went  out. 

The  treatment  may  be  summarised  as  follows  : — 

As  soon  as  the  rheumatic  phenomena  set  in  the  hypo¬ 
dermic  injections  of  arsenic,  which  had  been  continued  for 
a  month,  were  stopped,  and  salicylate  of  soda  given  in 
15-grain  doses,  and  the  patient  restricted  to  liquid  food. 
She,  however,  continued  to  get  worse  and  worse,  and  this 
was  given  up,  and  5-grain  doses  of  quinine  given  every  four 
hours,  with  effervescent  citrate  of  potash,  and  as  much 
nourishment  administered  as  the  patient  could  take,  together 
with  a  liberal  allowance  of  brandy,  the  effect  of  which  on  the 
pulse  was  tested  with  the  sphygmograph. 

From  the  date  of  this  change  of  treatment  the  improve¬ 
ment  commenced,  and  continued  almost  uninterruptedly. 

In  April  1889  I  visited  the  patient  at  her  own  house. 
She  stated  that  she  had  remained  well  for  a  long  time  after 
leaving  the  Hospital,  but  that  lately  she  had  been  getting 
worse  again.  The  eruption  wras  all  over  the  limbs,  face,  and 
scalp,  but  there  was  very  little  on  the  trunk,  and  this  was 
in  scanty,  scaly  papules  and  patches  about  the  shoulders  and 
chest.  The  face  all  over  was  dry,  red,  and  brannily  scaly. 
The  scalp  was  covered  with  a  dense,  scaly  crust,  and  the 
limbs  were  also  red  and  scaly,  without  papules,  resembling 
an  old  psoriasis  or  pityriasis  rubra,  but  not  at  all  papular. 
The  fingers  were  completely  crippled  from  ankylosis,  and  she 
had  a  soft  systolic  mitral  murmur.  Her  mother’s  limbs  also 
were  in  a  similar  scaly  condition  of  psoriasis. 

The  question  that  at  once  suggests  itself  by  the  con¬ 
sideration  of  this  case  is,  What  was  the  cause  of  the 
development  of  the  pityriasis  rubra?  Associated  as  it  was 
with  rheumatic  phenomena,  it  must,  I  think,  be  considered 
itself  a  rheumatic  manifestation,  and  indeed  the  change  for 
the  worse  in  the  skin  preceded  the  arthritis,  iritis,  endo-  and 
pericarditis,  all  admittedly  rheumatic  symptoms.  As  far  as 
negative  evidence  goes,  there  was  no  reason  to  ascribe  the 
rheumatic  onset  to  a  chill,  and  as  the  arsenic  had  been 
increased  in  dose  just  before  the  outbreak,  I  am  inclined  to 
take  the  view  that  the  arsenic  was  in  some  way  the 


determining  factor,  perhaps  by  exciting  a  peripheral  neuritis. 
Then  as  to  the  primary  eruption,  while  the  hereditary 
character,  the  frequent  recurrence  of  attacks,  and  the 
scaliness  in  parts  are  all  in  accordance  with  psoriasis,  the 
persistence  of  the  papular  character  in  some  parts,  both  in 
the  mother  and  the  patient,  was  so  very  striking  and  peculiar 
that  I  am  rather  inclined  to  the  view  of  its  being  a  form 
of  lichen  ruber.  The  later  condition,  as  seen  in  April  1889,  in 
both  mother  and  daughter,  was  much  more  distinctly  that 
of  psoriasis,  though  it  was  not  quite  characteristic  in  the 
latter.  The  disease,  however,  differed  still  more  from  lichen 


planus  in  its  profuse  scaliness  and  total  absence  of  shining 
red  papules.  Nor  did  it  correspond  with  lichen  ruber 
acuminatus  or  pityriasis  rubra  pilaire,  and  I  am  led,  there¬ 
fore  to  regard  it  as  a  somewhat  anomalous  form  of  psoriasis, 
with  the  lesions  seated  at  the  hair  follicles. 

In  the  treatment  it  is  noteworthy  that  while  she  went 
steadily  down  hill,  even  to  death’s  door,  as  long  as  the 
salicylates  and  the  restricted  diet  of  rheumatic  fever  were 
persisted  in,  she  immediately  began  to  improve  with  5-grain 
doses  of  quinine  in  an  effervescing  citrate  of  potash  mixture, 
and  a  strongly  supporting  dietary  of  every  kind. 
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PSORIASIS  FOLLICU LARIS. 


PSORIASIS  GYRATA. 


Synonym,  LEPRA  (Obsolete). 


A  S  already  stated  in  the  preliminary  general  description  of 
psoriasis,  when  a  patch  or  conglomeration  of  patches  are 
undergoing  involution,  improvement  commences  in  the  centre 
and  proceeds  towards  the  periphery,  which  is  the  last  part  to 
get  well,  and  so  circulate  and  gyrate  patterns  are  produced ; 
but  occasionally,  as  in  the  case  depicted  in  the  present  plate, 
psoriasis  assumes  this  form  from  the  first,  probably  because  the 
morbid  process  is  seated  at  the  hair  follicles  and  follows  their 
distribution  and  arrangement.  It  is  to  this  primarily  gyrate 
form  that  Willan  gave  the  name  of  lepra,  a  term  now  reserved 
for  leprosy. 

This  form  is  usually  confined  to  the  trunk,  gyrate  patterns 
on  the  limbs  being,  as  a  rule,  involuting  patches,  but  in  the 
present  case,  the  limbs  were  also  covered  with  primary  gyrate 
areas.  There  is  nothing  special  in  this  form  of  psoriasis  except 
as  regards  the  shape  of  the  eruption. 

The  patient,  Henry  S.,  set.  21,  a  printer,  had  suffered  from 
psoriasis  off  and  on  for  five  years  before  he  came  to  University 
College  Hospital  on  5th  January  1891.  The  present  attack 
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had  lasted  eight  months,  and  he  had  been  treated  for  it  at  the 
Harrogate  Bath  Hospital,  but  he  thought  that  the  treatment 
had  brought  the  eruption  out  very  much  more  and  produced 
the  present  condition.  The  eruption  did  not  itch  very  much  ; 
his  general  health  was  very  good,  and  there  was  no  evidence  of 
its  having  been  hereditary.  He  was  treated  with  alkaline  baths 
three  times  a  week,  the  bath  consisting  of  4  ounces  of  bicar¬ 
bonate  of  soda  to  a  30  gallon  bath  at  a  temperature  of  100  F\, 
the  patient  to  remain  in  twenty  minutes,  and  a  liniment  of 
ol.  cadini.  m.  x.  olei  olivas  to  be  rubbed  in  thoroughly  all  over. 
Internally,  he  was  given  a  mixture  of  iron  and  5  drop  doses  of 
liquor  arsenicalis.  After  about  a  month  of  this  treatment, 
under  which  he  was  improving,  he  went  away  into  the  country 
and  got  well,  but  in  August  of  the  same  year  he  returned  with 
a  fresh  outbreak  of  small  patches,  but  still  circinate  and  gyrate. 
This  time  he  was  given  yellow  oxide  of  mercury,  gr.  x.  ol. 
cadini  3j.,  lanolin  and  oil  ,5j.  and  arsenic  internally.  He  again 
improved,  but  ceased  attending  before  he  was  quite  well. 


PSORIASIS  DIFFUSA.  PSORIASIS  ACUTA  PALMARIS  ET 

PLANTARIS. 


T)SORIASIS  always  begins  in  papules  which  become  patches, 
and  these,  by  coalescence,  sometimes  form  continuous 
sheets  of  eruption  of  considerable  area,  constituting  what  is 
sometimes  called  Psoriasis  Diffusa.  Figure  1  is  a  marked 
example  of  this,  and  also  of  the  face  being  involved  to  an 
unusual  extent,  as  there  is  seldom  much  eruption  below  the 
forehead  except  in  suckling  women  and  others  who  are  much 
run  down.  It  also  illustrates  the  beneficial  effect  of  thyroid 
extract  in  cases  suitable  for  its  employment. 

The  patient,  William  S.,  aged  20,  a  clerk,  was  admitted 
into  University  College  Hospital  on  January  27th,  1894,  when 
the  drawing  was  taken  ;  but  he  had  been  an  out-patient  for 
two  months  before  that.  His  first  attack  was  in  November 
1892,  the  present  one,  which  was  his  third,  commenced  in 
November  1893,  beginning  on  the  forearms,  and  spreading 
rapidly  to  the  arms,  shoulders,  head,  neck,  and  face,  and 
subsequently  affecting  every  region  of  the  body,  but  leaving 
numerous  small  areas  of  healthy  skin.  While  the  eruption 
was  of  the  diffuse  character  depicted  in  the  Plate  in  the  upper 
part  of  the  body,  the  patches  were  for  the  most  part  discrete 
but  closely  set  over  the  lower  part  of  the  trunk  and  over  the 
limbs.  Itching  was  only  slight,  and  the  general  health  was 
unaffected.  He  had  commenced  taking  thyroid  extract  in  five 
grain  tabloids  a  fortnight  before  admission,  and  had  got  up  to 
three  tabloids  a  day;  this  quantity  was  continued,  and  the 
patient  was  kept  in  bed,  but  no  local  treatment  was  employed 
in  order  that  the  effect  of  the  drug  might  be  tested.  By 
January  31st  there  was  notably  less  hypersemia,  but  it  was 
still  abundantly  and  thickly  scaly.  By  February  3rd  the 
eruption  was  much  paler,  and  the  scales  had  begun  to  fall  off, 
and  there  were  no  symptoms  of  thyroidism  ;  by  the  10th  the 
falling  off  of  the  scales  had  increased,  leaving  a  slightly 
reddened  surface ;  on  the  17th  it  was  noted  that  while  the 
scales  were  clearing  off  the  limbs  and  neck,  the  chest  was  still 
thickly  covered  ;  and  the  improvement  continued,  while  on 
March  5th  the  forearms  were  nearly  clear  except  a  few  patches 
round  the  elbow ;  the  legs  also  were  free  except  a  few 
scattered  patches,  and  the  upper  part  of  the  chest  was  nearly 
clear ;  the  abdomen  was  still  thickly  covered,  but  the  patches 
were  paler ;  the  back  also  was  still  covered  to  some  extent, 
but  the  redness  of  the  patches  had  almost  disappeared,  and 
there  were  large  interspaces  of  clear  skin ;  his  general 
condition  was  quite  good ;  there  was  no  depression,  headache, 
or  other  symptoms  due  to  the  thyroid.  On  March  lOtli  the 
patches  on  the  back  and  the  abdomen  were  much  paler, 
and  the  area  of  the  disease  was  lessening  day  by  day  ;  he 
was  now  put  upon  four  tabloids  a  day,  equivalent  to  20 
grains  of  the  dried  extract.  Rapid  improvement  continued, 
and  on  March  16th  an  alkaline  bath  was  given  to  clear  off 
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the  few  remaining  scales.  On  March  I7tli  there  were  still  a 
few  pale  patches  scattered  over  the  abdomen  and  back,  but  the 
limbs,  face,  and  neck  were  practically  free,  and  he  was  dis¬ 
charged  after  being  forty-nine  days  in  the  Hospital,  as  he  only 
required  a  little  local  treatment  to  clear  off  a  few  remnants 
of  the  disease. 

Figures  2  and  3  are  examples  of  acute  Psoriasis  of  the 
hand  and  foot  of  the  same  patient.  A  similar  condition  of 
acute  inflammation  affecting  the  back  of  the  hand  and  forearm 
is  shown  in  Plate  XXIV.  Elsie  F.,  aged  32,  domestic  servant, 
was  admitted  into  University  College  Hospital  on  June  17th, 
1893  :  she  had  had  attacks  of  psoriasis  every  spring  since  she 
was  seven  years  of  age.  Each  attack  generally  started  some 
time  in  May,  and  lasted  about  three  months.  It  always  began 
on  the  dorsum  of  the  right  hand,  and  then  on  the  sides  and 
bottom  of  the  feet,  and  subsequently  extended  over  the  arms 
and  legs.  In  last  year’s  attack,  it  also  spread  to  the  trunk. 
Between  the  attacks  her  general  health  was  good,  but  she  had 
pleuro- pneumonia  at  Christmas  of  1891.  She  had  seven 
brothers  and  sisters  alive  and  in  good  health,  and  three  others 
who  died  in  infancy.  On  admission,  the  arms  and  upper  part 
of  the  legs  were  covered  with  circular  patches'  ranging  in  size 
from  a  split  pea  to  that  of  a  threepenny  piece.  The  patches 
were  raised,  very  bright  red,  and  covered  with  shining  scales. 
On  the  palmar  and  plantar  surfaces  of  the  hands  and  feet  the 
eruption  was  diffuse,  and  covered  the  entire  surface,  extending 
up  to  the  lower  part  of  the  forearm  ;  on  the  rest  of  the  forearm 
and  arm  it  was  only  in  small  patches.  On  the  lower  limbs  the 
eruption  was  almost  continuous  from  the  ankles  downwards. 
There  were  scattered  small  patches  over  the  legs,  and  palm 
sized  patches  over  the  knees  :  they  were  of  an  intensely  red 
colour,  and  there  had  been  abundant,  flaky  scales,  and  both  the 
palms  and  the  soles  completely  peeled.  The  body  was  almost 
free,  and  there  had  been  a  few  small  patches  on  the  face.  The 
tongue  was  fairly  clean  and  smooth  and  had  not  peeled. 

The  treatment  was  different  from  an  ordinary  case  of 
psoriasis  :  she  was  given  an  acetate  of  potash  mixture  with  10 
grains  of  iodide  of  potassium  three  times  a  day ;  saline 
aperients  as  required,  and  the  limbs  were  wrapped  in 
bandages  soaked  in  calamine  liniment.  When  the  hypersemia 
had  subsided  on  J  uly  31st,  Lassar’s  paste  of  zinc,  starch  and 
vaseline,  but  with  20  grains  of  thiol  instead  of  the  salicylic  acid, 
was  spread  thickly  over  the  eruption.  Early  in  July,  fifteen 
minims  of  turpentine  in  a  mucilage  mixture  was  substituted 
for  the  diuretic  medicine  previously  ordered,  the  patient  being- 
enjoined  to  drink  a  quart  of  barley  water  a  day  while  she  was 
taking  it.  She  gradually  improved,  and  was  discharged  quite 
well  on  September  9th,  1893. 


PITYRIASIS  RUBRA. 


Synonym— DERMATITIS  EXFOLIATIVA. 


J)ITYRIASIS  RUBRA  is  one  of  the  few  forms  of  dermatitis 

which  become  universal.  In  a  fully  developed  case, 
there  is  not  the  smallest  portion  of  the  surface  which  is 
unaffected.  It  may  start  as  a  primary  affection  or  develop 
from  some  antecedent  form  of  dermatitis,  of  which  psoriasis 
and  eczema  are  the  most  common.  Whether  primary  or 
secondary  the  disease  varies  but  little  in  appearance.  The 
disease  may  develop  very  acutely.  In  a  typical  case,  diffused 
redness  suddenly  appears,  which  soon  becomes  scaly,  or  on  the 
other  hand,  it  may  begin  in  fairly  defined  patches  very  slightly 
raised  above  the  surface.  In  primary  cases,  the  chest  and 
limbs  are  the  most  common  seat  of  onset,  but  it  may  begin  in 
any  part  of  the  body.  It  may  also  spread  very  rapidly,  and 
fresh  foci  of  eruption  also  form,  and  the  whole  body  surface 
may  be  involved  in  from  two  or  three  days  to  as  many  weeks. 
When  thus  developed  the  entire  surface  is  an  intensely  bright 
red,  which  soon  becomes  of  a  somewhat  deeper  tint ;  at  the 
same  time  large  flaky  or  papery  scales  cover,  and  partly 
conceal  the  deep  red  ground  colour.  They  are  free  at  all  their 
edges  except  one,  perhaps  somewhat  imbricated,  like  scale 
armour,  and  easily  detached,  but  are  so  rapidly  renewed  that 
two  or  three  pints  or  more  of  scales  may  be  shed  in  the  course  of 
a  day.  On  the  palms  and  soles,  the  skin  may  be  shed  entire  or 
in  very  large  pieces,  leaving  the  skin  beneath  much  thinned  and 
as  red  as  the  rest  of  the  surface.  The  nails  are  often  thin,  and 
may  be  lifted  from  their  bed  by  the  accumulation  of  epithelium 
beneath  them. 

Although  for  the  most  part  a  dry  dermatitis,  in  some 
cases  it  may  present  an  eczematous  appearance  in  some 
portions  of  the  body,  and  in  other  cases  discharge  may  be 
simulated  by  profuse  local  sweating,  especially  in  parts  like  the 
axillae.  The  tongue  becomes  preternaturally  red,  probably 
from  sharing  in  the  exfoliation.  The  skin  is  only  slightly 
thickened,  and  there  is  not  much  itching  as  a  rule,  but 
burning,  tingling,  stiffness,  and  tenderness  are  often  complained 
of.  The  scales  vary  in  size  according  to  the  region  of  the  body 
and  to  the  intensity  of  the  inflammation.  On  the  face  they 
are  generally  small  in  comparison  with  the  rest  of  the  body, 
and  in  subacute  cases  are  neither  so  large  nor  so  abundant  as 
in  the  more  acute  form.  In  a  few  instances,  the  disease  stops 
short  of  universality,  and  may  even  be  limited  to  certain  regions; 
it  then  closely  resembles  cases  of  acute  psoriasis,  such  as 
Figure  2  in  Plate  XXIV.  and  Figure  2  in  Plate  XXVIII.  ffhe 
disease  may,  however,  develop  into  the  universal  form,  either 
at  the  first  or  in  subsequent  attacks,  for  the  patient  who  has 
once  had  Pityriasis  Rubra  is  strongly  predisposed  to  another 
attack,  especially  after  chills  to  the  surface.  While  the  typical 
acute  cases  develop  rapidly  as  described,  there  are  others  in 
which  it  develops  much  more  slowly,  and  may  even  take  months 
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to  become  universal.  Whether  acute  or  subacute  in  its  develop¬ 
ment,  when  once  it  is  established  it  may  continue  for  weeks, 
months,  or  even  for  years.  In  this  disease,  as  in  all  others  in 
which  the  whole  cutaneous  envelope  is  involved,  the  patient’s 
life  is  in  considerable  danger ;  great  vital  depression  often 
accompanies  it,  and  the  patient  may,  in  a  very  acute  case, 
die  exhausted  in  a  few  weeks,  or  more  slowly  'in  the  sub¬ 
acute  and  chronic  forms,  extreme  emaciation  occurring  in 
protracted  cases.  While  the  disease  kills,  so  to  speak,  directly 
in  some  cases,  in  others  the  end  is  brought  about  by  the 
patient  being  made  a  ready  prey  to  intercurrent  visceral 
disease.  This  is  especially  apt  to  occur  in  the  form  of  lung 
complications,  for  the  patient  not  only  feels  cold  on  the  slightest 
exposure,  but  readily  gets  a  chill,  which  may  excite  a  fatal 
pneumonia  or  bronchitis.  Moreover,  a  considerable  proportion 
of  the  patients  have  suffered  from  acute  rheumatism,  which  may 
have  left  behind  it  the  usual  heart  complications.  The  excit¬ 
ing  cause  of  this  skin  affection  may  sometimes  be  traced  to  a 
chill,  but  in  others  no  cause  can  be  assigned  for  the  outbreak, 
unless,  as  so  often  occurs,  there  has  been  a  previous  attack. 

The  plate  represents  a  typical  case.  The  patient,  John  K., 
a  French  polisher,  was  admitted  into  University  College 
Hospital  on  August  9th,  1893,  when  Mr.  Campbell  Williams 
was  in  charge  of  my  wards.  The  family  history  was  bad.  The 
father  died  of  phthisis,  aged  50  ;  the  mother  of  asthma  and 
bronchitis,  aged  57 ;  one  brother  died  of  phthisis,  aged  32 ; 
but  he  had  two  other  brothers  and  two  sisters  alive  and  well, 
and  none  of  them  had  suffered  from  any  skin  disease.  The 
patient  had  had  a  previous  attack  of  pityriasis  rubra  two  years 
before,  which  had  only  lasted  four  weeks,  and  he  had  been 
subject  to  psoriasis.  His  general  health  had  been  good,  and 
he  denied  that  he  had  ever  had  syphilis,  but  subsequent  experi¬ 
ence  showed  that  he  was  mistaken,  though  he  admitted  a  soft 
sore  and  gonorrhoea ;  he  also  said  that  he  had  not  had  acute 
rheumatism,  and  there  was  nothing  wrong  with  his  heart ;  but 
he  was  a  heavy  beer  drinker,  disposing  of  about  half  a  gallon 
per  diem.  He  stated  that  this  attack  appeared  first  on  his 
legs  in  January  1893,  and  had  thence  spread  over  the  trunk, 
ai’ms,  and  head,  taking  about  a  fortnight  to  become  universal, 
the  eruption  being  quite  dry  throughout.  Mr.  Campbell 
Williams  had  treated  him  by  the  continuous  application  of 
calamine  liniment  to  the  whole  body,  so  that  when  I  saw  him 
on  October  1st,  although  the  disease  was  absolutely  universal 
and  the  surface  intensely  red,  it  was  not  very  scaly  except  on 
the  side  of  the  cheeks  ;  the  rest  of  the  face  was,  on  the  whole, 
less  affected  than  the  other  parts  of  the  body,  but  was  nowhere 
free  from  the  eruption.  The  liniment  was  left  off  for  a  week 
from  the  left  arm  and  shoulder,  and  it  then  became  as  scaly  as 


ever,  just  as  depicted  iu  the  drawing.  The  liniment  had,  how¬ 
ever,  been  kept  on  the  smooth  part  of  the  trunk  below  the  arm, 
so  that  there  the  scales  had  not  reformed.  They  were  of 
papery  consistence,  varied  from  a  square  half  inch  to  a  square 
inch  in  size,  and  were  arranged  in  parallel  lines,  taking  the 
direction  of  the  natural  folds  of  the  skin,  one  line  slightly  over¬ 
lapping  the  one  beneath  it.  The  nails  were  becoming  detached 
at  the  semilunar  border,  where  the  nail  substance  could  be 
scratched  up,  while  the  rest  of  the  nail,  though  smooth,  was 
thinned,  and  could  be  indented  by  pressure.  The  old 
epidermis  had  exfoliated  from  the  palms,  and  left  them 
smooth,  the  scales  on  the  back  of  the  trunk  were  larger  and 
more  abundant  than  in  front.  The  legs  were  like  the  arms, 
the  soles  had  very  thick  scales  upon  them.  The  surface  every¬ 
where  was  perfectly  dry,  even  in  the  groins  and  axillae ;  the 
scalp  had  a  dense,  powdery  crust  over  the  whole  surface. 
Arsenic  and  quinine  having  been  already  given  by  Mr. 
Campbell  Williams  without  any  benefit,  it  was  resolved  to  try 
the  effect  of  thyroid  gland.  Five  grains  of  the  dried  extract 
were  given  three  times  a  day.  This  made  his  head  ache,  and 
produced  splitting  pains  in  the  skin.  Two  5  grain  doses  were 
therefore  given  per  diem,  and  the  unpleasant  symptoms  passed 
off,  and  in  about  a  fortnight  he  was  able  to  take  the  third  dose 
again  without  inconvenience.  His  general  condition  improved, 
the  man  felt  less  weak,  and  there  seemed  to  be  slight  improve¬ 
ment  of  the  skin,  as  the  redness  diminished  slightly,  and  the 
scales  wei’e  not  quite  so  large  and  abundant.  During  the 
thyroid  treatment  no  local  applications  were  applied  to  the  left 
arm  and  shoulder,  but  Lassar’s  paste  was  spread  over  the  rest 
of  the  body,  and  on  the  anointed  side  the  scales,  of  course, 
were  unable  to  form,  and  the  surface  was  distinctly  paler. 
The  thyroid  extract  was  begun  on  October  10th,  and  on 
October  31st  the  dose  was  increased  to  four  tabloids  a  day, 
with  slight  improvement  in  the  skin  on  the  whole,  and  the 
patient’s  general  condition  was  satisfactory  until  November 
9th,  when  the  conjunctiva  of  both  lids  were  inflamed.  The 
patient  complained  of  malaise,  and  a  slight  tumour  had  formed 
on  the  skin  of  the  forehead.  Two  days  later  he  was  not  so 
well,  his  appetite  had  fallen  off,  and  though  the  whole  skin 
was  much  paler  than  formerly,  there  were  several  nodules  on 
the  face,  of  a  deep  red  colour,  and  different  in  character  to  the 
rest  of  the  eruption.  On  the  12th,  the  patient  was  still  getting 
worse,  with  an  evening  temperature  of  101o-6  F.,  the  thyroid 
extract  was  discontinued,  and  an  effervescing  mixture  con¬ 
taining  quinine  given.  On  the  14th  he  seemed  much  better, 


the  temperature  had  fallen  somewhat,  but  the  lump  on  the 
forehead  was  suppurating,  and  was  therefore  opened,  and 
half  a  drachm  of  pus  evacuated.  By  this  time  nodules  were 
forming  over  the  right  brow,  on  the  edge  of  both  lower  lids,  and 
the  right  upper  lid,  presenting  very  much  the  appearance  of 
moist  condylomata.  Other  nodules  were  situated  upon  the 
cheeks,  the  sides  and  the  ends  of  the  nose,  in  the  last  position 
they  had  coalesced  into  a  nodulated  infiltration  along  the  whole 
border  of  the  nostrils  and  columella.  These  nodules  continued 
to  develop,  and  varied  from  the  size  of  a  small  pea  to  a  tumour 
half  an  inch  in  diameter.  Meanwhile,  on  the  16th,  the  throat 
had  become  inflamed,  and  on  the  20th  a  rather  large  sloughy 
ulcer  had  developed  on  the  left  side  of  the  soft  palate,  close  to 
the  posterior  border,  accompanied  by  intense  congestion  and 
inflammatory  oedema,  and  by  the  end  of  the  month  the  soft 
palate  had  been  perforated.  The  patient,  meanwhile,  had  all 
this  time  stoutly  denied  that  he  had  had  syphilis,  but  being 
convinced  that  the  lesions  were  specific  he  was  put  upon 
iodide  of  potassium,  with  a  perchloride  of  mercury  gargle,  and 
began  to  improve  at  once  and  so  decidedly  that  there  could 
not  be  the  least  doubt  about  the  matter.  Lassar’s  paste,  with 
thiol,  was  continued  all  over  the  body,  and  the  skin  condition 
gradually  improved,  and  he  was  discharged  quite  well  at  the 
end  of  February.  With  regard  to  the  effect  of  the  extract  of 
thyroid  in  this  case,  it  must  be  admitted  that  it  did  produce 
some  improvement,  chiefly  in  reducing  the  hype  muni  a,  so  that 
while  the  improvement  was  not  very  striking  at  first,  on  the 
left  shoulder  and  arm,  which  had  received  no  local  application 
for  a  time,  when  finally  the  Lassar’s  paste  was  extended  to 
this  also,  it  rapidly  improved,  and  caught  up,  so  to  speak,  the 
rest  of  the  skin  which  had  been  enveloped  in  Lassar’s  paste  all 
along.  On  the  other  hand  it  cannot  be  doubted  that  it 
exerted  a  considerable  depressing  action  upon  the  organism  as 
a  whole,  and  developed  into  activity  what  had  been,  and  might 
have  long  continued  to  be,  a  latent  syphilis,  which  took  a  very 
unusual  nodular  form.  Possibly  the  quantity  administered 
per  diem  had  something  to  do  with  this,  and  if  the  dose  had 
not  been  increased  beyond  three  tabloids  a  day  it  might  not 
have  produced  this  complication.  It  is  very  probable,  how¬ 
ever,  that  idiosyncrasy  played  some  part  in  producing  evil 
effects,  as  when  the  patient  was  readmitted  a  few  months  later, 
with  a  fresh  attack  of  psoriasis,  thyroid  extract  in  only  two 
tabloids  a  day  produced  a  rapid  extension  of  the  psoriasis, 
which  threatened  to  develop  into  another  attack  of  pityriasis 
rubra. 
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PLATE  XXIX. 
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PITYRIASIS  RUBRA. 


PITYRIASIS  ROSEA. 

Synonym,  PITYRIASIS  CIRCINATA  ET  MACULA  TA. 


JpiTYPvIASIS  ROSEA  is  characterised  by  pale  red,  finely 

scaly  patches  or  circles,  which  break  out  acutely  and 
rapidly  spread  over  a  large  part  or  even  the  whole  of  the 
body.  The  patches  are  scarcely  raised  above  the  surface  of  the 
healthy  skin,  and  may  be  maculate  or  circinate.  There  is 
usually  a  primary  patch,  which  may  exist  for  a  week  or  ten 
days,  gradually  extending,  but  remaining  solitary,  and  then 
suddenly  the  eruption  begins  to  generalise,  and  rapidly  covers 
a  large  area  of  the  body  bilaterally,  but  not  always  symmetri¬ 
cally  distributed. 

Pityriasis  maculata  is  in  roundish  or  irregular  pale  red 
papules  or  patches,  with  ill-defined  borders,  varying  in  size 
from  a  mere  dot  to  three-quarters  of  an  inch  in  diameter,  and 
thinly  covered  with  fine  scales. 

Pityriasis  circinata  begins  in  oval  or  roundish  patches,  with 
well-defined  borders,  which,  as  the  patch  increases  peripher¬ 
ally,  become  less  prominent  in  the  centre.  Like  the  other 
form,  it  is  pale  red  in  colour,  and  finely  scaly,  and  after  reach¬ 
ing  the  diameter  of  a  sixpence,  it  clears  in  the  centre  and  forms 
rings,  with  pale  red  scaly  border  and  fawn  coloured  centre.  As 
it  continues  to  enlarge  the  centre  clears  more  rapidly  than  the 
border  extends,  and  ultimately  nothing  is  left  but  the  fawn 
coloured  stain.  When  the  rash  is  very  abundant  component 
patches  may  coalesce  and  form  large  irregularly  gyrate  areas 
of  considerable  extent.  The  eruption  may  often  be  subsiding 
in  one  part  of  the  body,  while  a  fresh  outbreak  may  be  occur¬ 
ring  in  another ;  and  the  whole  process  of  papule,  patch,  ring, 
and  stain  may  be  simultaneously  observed.  In  some  cases,  it 
is  limited  to  one  or  two  regions  of  the  body,  but  is  generally 
very  extensive,  and  may  be  general.  The  abdomen,  the  upper 
part  of  the  chest,  or  the  side  of  the  neck,  are  the  parts  where 

the  eruption  most  frequently  commences.  As  a  rule,  the 
30 


disease  gets  well  spontaneously  in  from  two  weeks  to  two 
months,  but  this  period  may  be  shortened  somewhat  by  treat¬ 
ment  ;  the  pale  red  colour,  the  rings,  and  the  stains  lead  to 
its  being  sometimes  mistaken  for  a  secondary  syphilide,  but 
its  mode  of  development  and  the  total  absence  of  specific 
symptoms  enable  it  to  be  distinguished. 

The  case  illustrated  in  the  Plate  was  that  of  Arthur  P., 
aged  16,  who  came  to  University  College  Hospital  on  December 
9th,  1891.  He  stated  that  he  had  noticed  on  that  morning,  for 
the  first  time,  at  the  lower  border  of  the  ribs,  on  each  side,  three 
oval  patches,  with  their  long  diameter  transverse ;  they  were 
pale  red,  well  defined,  about  an  inch  in  their  long  diameter, 
slightly  scaly  at  the  border,  with  the  centre  at  a  somewhat 
lower  level.  Although  the  patches  had  been  only  noticed  that 
day,  they  probably  had  existed  for  a  week  or  more,  and  in 
their  neighbourhood  there  were  already  a  few  small,  very  slightly 
elevated,  pale  red  papules,  which  subsequently  increased  in 
number  and  size  day  by  day,  until  they  had  reached  the  con¬ 
dition  depicted  in  the  drawing.  They  were  scattered  somewhat 
thickly  over  the  back  and  front  of  the  trunk,  and  there  were  a 
few  lesions  on  the  inner  side  of  the  arms  and  the  upper  part  of 
the  thighs,  but  the  rest  of  the  limbs  and  the  face  were  free. 
They  took  about  a  week  to  reach  the  condition  depicted  in  the 
Plate.  He  was  given  a  lotion  consisting  of  liquor  carbonis 
detergens  3ij.,  aqua  ,5 v i  i  i . ,  which  was  to  be  sponged  on  night 
and  morning,  and  only  a  placebo  for  internal  treatment.  When 
seen  again  on  December  23rd,  the  whole  of  the  eruption  was 
fading,  leaving  very  faint  yellowish  stains  on  the  site  of  some 
of  the  patches,  while  others  were  quite  gone,  but  there  were 
still  some  fairly  distinct.  There  was  scarcely  any  itching 
throughout  the  course  of  the  eruption,  and  the  boy’s  general 
health  was  quite  good. 
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LICHEN  PLANUS  ACUTUS. 


PpHE  most  characteristic  feature  of  Lichen  Planus  is  the 

presence  of  inflammatory  papules,  flat,  angular  and  shin¬ 
ing  bright  red  if  acute,  but  with  a  lilac  tint  in  the  more 
common  chronic  cases.  They  vary  in  diameter  from  one  to 
three-sixteenths  of  an  inch,  and  many  of  them  present  a  small 
shallow  depression  in  the  centre.  Their  shape  appears  to  be 
frequently  determined  by  the  natural  lines  of  the  skin.  These 
papules  tend  to  aggregate  into  patches  of  variable  size,  not  by 
the  enlargement  of  the  individual  papules,  as  in  psoriasis  for 
example,  but  by  new  papules  filling  up  the  interval  between  the 
older  ones  or  by  fresh  papules  forming  near  the  original  patch, 
and  then  again  the  interval  between  the  new  papules  and  the 
patch  is  bridged  over  by  other  lesions.  The  small  patches  may 
be  round,  with  a  slightly  depressed  centre,  and  not  much 
elevated  border,  but  when  large  their  outline  is  irregular. 
They  are  raised  considerably  above  the  surrounding  surface, 
with  an  abrupt  border,  and  their  surface  is  scaly,  but  usually 
in  a  single  layer,  unless  there  is  much  enlargement  of  the 
papillae,  when  there  may  be  a  firm,  horny  crust,  constituting 
Lichen  planus  verrucosus,  Plate  XXXII.,  Figure  4. 

The  papules  of  Lichen  planus  are  frequently  arranged  in 
lines,  those  on  the  forearms  are  generally  transverse  to  the 
axis  of  the  limb,  their  direction  being  that  of  the  folds  of  the 
skin  inflexion,  which  is  probably  the  determining  factor,  but 
the  papules  may  also  be  developed  in  lines  from  traumatic 
irritation,  such  as  the  scratch  of  a  pin  or  the  finger  nails,  or 
from  the  friction  of  tight  clothing,  such  as  a  garter,  and  the 
lines  will  then  take  the  direction  in  which  the  irritant  acted. 

There  are  two  main  divisions  of  lichen  planus,  the  acute 
form,  which  is  general,  and  the  chronic  form,  which  is  limited  to 
a  few  regions,  but  with  rare  exceptions  it  is  symmetrical  in  its 
distribution,  although  the  extent  may  not  correspond  on  the 
two  sides.  Itching  is  a  marked  symptom,  as  a  rule,  in  all 
forms,  but  it  is  seldom  intense.  The  course  is  usually  slow, 
even  in  the  more  acute  variety,  and  when  the  papules  dis¬ 
appear  they  leave  behind  deep  fawn-coloured  staining  and 
slight  transitory  pitting  of  the  skin. 

The  anatomical  seat  of  the  inflammation  is  usually  at  the 
sweat  duct,  but  the  hair  follicles  are  occasionally  implicated, 
and  then  the  papule  is  not  flat.  In  the  acute  cases  especially, 
slight  convexity  is  not  very  rare. 

The  etiology  is  often  obscure,  nervous  exhaustion  is  a 
common  antecedent,  less  frequently  derangement  of  the  diges¬ 
tive  or  generative  systems,  while  in  many  cases  no  cause  can 
be  ascertained.  Acute  general  cases  may  often  be  traced  to  a 
chill,  especially  when  previously  overheated. 

The  treatment  is  very  much  on  the  same  lines  as  that  of 
psoriasis.  Arsenic  is  sometimes  efficacious,  but  in  most  cases  a 
general  tonic  treatment  is  preferable. 

Locally,  also,  the  medicaments  are  of  the  same  character  as 
those  for  psoriasis,  but  in  weaker  form  as  a  rule. 

In  acute  cases  oil  inunction  with  a  small  proportion  (m.v. 
to  Ji.)  of  oil  of  cade,  oleum  rusci  or  carbolic  acid. 
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The  form  depicted  in  the  plate  is  that  of  Lichen  planus 
acutus.  The  patient,  Annie  E.,  aged  42,  married,  was  admitted 
into  University  College  Hospital  on  April  10th,  1893.  She  had 
had  eight  children,  the  youngest  of  whom  was  fifteen  months 
old ;  she  had  always  lived  comfortably,  and  had  had  good 
health.  The  disease  began  six  weeks  previously,  without  any 
premonitory  symptoms,  previous  ill-health,  worry,  or  any  other 
exciting  cause  of  which  she  was  aware.  She  was  a  pale,  thin 
woman,  who  perspired  freely.  The  eruption  began  on  the  chest 
as  a  few  small  red  pimples  the  size  of  a  pin’s  head.  They 
increased  in  number  rapidly,  and  spread  all  over  the  trunk,  as 
shown  in  the  drawing,  coalescing  in  some  parts  into  large 
patches,  but  even  in  these,  the  outline  of  the  component 
papules  was  often  perceptible.  Individually,  they  were  bright 
red  shining  papules,  angular  in  outline,  quite  flat,  and  only 
very  slightly  raised  above  the  surface.  They  were  from  a  pin’s 
point  to  a  millet  seed  in  size,  and  quite  smooth  as  long  as 
they  were  discrete,  but  there  was  slight  scaliness  where  they 
had  coalesced  into  patches. 

On  admission,  when  the  drawing  was  made,  the  eruption 
was  confined  to  the  trunk,  a  large  portion  of  which  was 
closely  covered  with  papules,  but  subsequently  it  extended 
nearly  all  over  the  arms  and  legs,  only  the  feet,  hands, 
face,  and  scalp  escaping.  She  had  also  a  carbuncle  about 
the  size  of  a  crown  piece  on  the  lower  part  of  the  back, 
and  several  furunculi  in  the  interscapular  region,  but  she 
had  no  glycosuria  or  visceral  disease.  As  all  her  children 
and  husband  were  also  quite  well,  presumably  there  were  no 
drain  defects  in  her  house,  but  no  actual  investigation  on  this 
point  could  be  made.  It  is  impossible  by  means  of  a  drawing 
to  convey  an  absolutely  accurate  idea  of  the  eruption,  as  no 
painting  can  depict  the  innumerable  minute  papules  with  their 
angular  outline  and  glistening  aspect,  but  in  other  respects  the 
distribution  and  arrangement  is  well  portrayed.  The  car¬ 
buncle  was  treated  by  injecting  into  the  skin,  immediately 
round  it,  a  cordon  of  injections  of  two  minims  each  of  a  one 
in  thirty  solution  of  carbolic  acid.  This  promptly  arrested  the 
spread  of  the  carbuncle  and  the  activity  of  the  inflammation, 
and  when  the  sloughs  had  been  cut  away,  the  surface  dusted 
with  iodoform  and  the  whole  dressed  with  boric  acid  ointment, 
the  surrounding  swelling  rapidly  diminished,  a  healthy  granu¬ 
lating  surface  was  soon  obtained,  and  by  May  the  8th  it  had 
quite  healed.  The  eruption  was  treated  by  enveloping  the 
whole  surface  with  calamine  liniment,  and  when  the  activity  of 
the  inflammation  had  been  subdued  a  liniment  containing  olei 
rusci  mxx.  to  olei  olivse  %i.  was  rubbed  in.  Internally,  an 
effervescing  citrate  of  potash  mixture  containing  two  and  a 
half  grains  of  quinine  in  each  dose  of  the  acid  portion  was 
given  three  times  a  day,  and  with  this  treatment  the  eruption 
gradually  disappeared,  only  leaving  the  characteristic,  fawn- 
coloured  staining  where  the  rash  had  been,  and  the  patient 
was  discharged  quite  well  on  May  17th. 
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LICHEN  PLANUS  ACUTUS. 


LICHEN 

rpHIS  Plate  illustrates  subacute  and  chronic  forms  of 
Lichen  Planus  and  also  its  mode  of  affecting  the 
mucous  membranes. 

Figure  1  represents  the  disease  in  a  subacute  form 
affecting  one  of  the  most  common  positions,  the  flexor 
aspect  of  the  wrist  and  forearm ;  on  the  other  hand,  it 
is  not  common  to  see  it  affecting  the  palm  to  so  great 
an  extent  as  it  did  in  this  case. 

The  attack  being  subacute,  the  eruption  differed  in 
many  respects  from  the  more  common  chronic  cases, — the 
papules  being  of  a  brighter  hue,  more  prominent  above 
the  surrounding  skin,  not  so  distinctly  flat,  less  angular, 
many  being  roundish  in  outline,  while  there  was  a  certain 
amount  of  scaliness  on  the  eruption  as  a  whole,  and  even 
on  some  individual  papules,  instead  of  presenting  a  smooth, 
shining  aspect,  as  usually  seen.  The  scaliness  was  very 
marked  on  the  palm,  and  the  papular  character  of  the 
eruption  was  not  so  obvious,  but  this  is  often  the  case 
on  the  palms.  The  smooth,  shining,  angularly  outlined 
papules  were,  however,  to  be  found  in  abundance  on  the 
body,  but  were  of  a  bright  red,  as  is  usual  when  the  develop¬ 
ment  is  rather  acute. 

The  patient,  Frederick  G.,  set.  16,  was  admitted  to 
University  College  Hospital  on  May  17th,  1890.  The  only 
interesting  point  in  his  family  history  was  that  his  mother 
had  had  a  similar  eruption  in  a  more  chronic  form  for 
three  years. 

The  account  given  of  his  own  health  was  that  he  was 
quite  well  up  to  the  previous  Christmas  (1889),  when  he 
had  an  attack  of  indigestion,  and  was  told  that  he  was 
suffering  from  diabetes. 

The  present  eruption  broke  out  three  months  before 
admission,  beginning,  he  said,  “as  little  blisters,  which  dis¬ 
charged  blood  when  he  scratched  them,”  but  in  all  pro¬ 
bability  they  were  simply  bright  red  papules. 

On  admission  he  was  rather  pale,  but  there  was  no 
sugar  in  the  urine  nor  any  visceral  disease.  He  was  fairly 
nourished,  and  did  not  look  ill. 

The  eruption  was  very  abundant  over  the  abdomen,  the 
chest,  back,  and  legs,  chiefly  on  the  extensor  aspect  on 
the  upper  part  of  the  thighs  and  on  the  pubes ;  it  also 
affected  the  forearms,  wrists,  palms,  and  soles. 

The  eruption  on  the  trunk  was  of  a  bright  red  hue, 
and  the  papules  were  flat  and  shining,  and  less  prominent 
than  on  the  arms.  The  condition  of  the  forearms  and 
hand  is  well  shown  in  the  Plate,  and  the  special  features 
have  already  been  pointed  out. 

The  disease  also  affected  the  mucous  membrane  of  the 
lips  and  soft  palate,  as  depicted  in  Figure  2.  The  inside 
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PLANUS. 

of  the  lower  lip  was  thickly  strewn  with  minute  white 
specks  slightly  projecting  above  the  rest  of  the  mucous 
membrane.  On  the  buccal  portion  it  was  chiefly  in  white 
streaks,  branching  out  from  behind  forwards.  The  palate 
presented  a  different  appearance,  the  whole  surface  being 
mapped  out  with  faint  white  lines,  enclosing  a  more  or 
less  circular  red  area  from  Tyth  to  |th  of  an  inch  in  diameter. 
The  tongue  was  free.  The  eruption  as  a  whole  itched  only 
moderately. 

The  treatment  consisted  in  a  liberal  dietary  and  an 
effervescing  potash  and  quinine  mixture,  given  three  times 
a  day,  two  grains  of  quinine  being  dissolved  in  each  dose 
of  the  citric  acid  portion  of  the  mixture. 

The  patient  was  kept  in  bed,  and  a  liniment  of  olei 
cadini  m.  iij.,  thymol  gr.  x.,  olei  olivse  opt.  3i-  rubbed  in 
thoroughly  to  the  whole  of  the  affected  skin.  As  the 
hy penem  i a  subsided,  the  oil  of  cade  was  increased  m.  xx. 
to  each  ounce,  and  three  minims  of  Fowler’s  solution  sub¬ 
stituted  for  the  effervescing  quinine  mixture.  The  mouth 
was  painted  twice  a  day  with  a  solution  of  chromic  acid 
of  the  strength  of  five  grains  to  the  ounce  of  water.  He 
was  discharged  on  July  1st,  with  his  skin  almost  well, 
but  was  told  to  attend  as  an  out-patient  for  a  short  time 
longer. 

Figure  3  represents  the  tongue  of  another  patient 
affected  with  Lichen  Planus.  In  few  cases  is  the  tongue 
so  bad  as  this  one.  The  disease  generally  occurs  as  a  few 
patches,  like  white  paint,  on  the  surface.  The  patient  was  a 
gentleman,  set.  37,  of  a  very  nervous  temperament. 

The  disease  had  existed  for  six  months  in  other  parts, 
having  been  preceded  by  much  worry  from  the  dangerous 
illness  of  his  father  and  the  death  of  a  brother.  He  first 
came  to  me  in  August  1889,  and  stated  that  the  eruption 
first  appeared  on  the  penis  in  the  February  previous,  and 
when  I  saw  him  it  was  in  a  continuous  patch  all  over 
the  front  of  the  glans,  which  was  uncovered  by  prepuce, 
and  looked  dull  red  and  superficially  cracked. 

He  had  two  patches  with  the  usual  characters  in  the 
groins,  and  typical  scattered  papules  on  the  inner  side  of 
knees,  the  outer  side  of  the  thighs  at  the  upper  part  over 
the  hips,  on  the  calves,  ankles,  and  feet.  Inside  the  mouth, 
on  the  buccal  mucous  membrane,  there  were  streaks  and 
spots,  as  already  described  in  the  case  of  Figure  2,  while  the 
tongue  presented  the  aspect  shown  in  the  drawing. 

The  surface  almost  all  over  was  covered  with  a  brilliant 
silvery  white  fur,  and  there  was  a  small  round  white  patch 
on  each  side  of  the  tongue  where  it  touched  the  teeth,  which 
were  quite  sound,  but  the  patient  was  a  rather  heavy  smoker, 
which  may  partially  account  for  the  high  grade  of  develop¬ 
ment  of  the  disease  on  the  tongue.  The  tongue  gave  him 


no  inconvenience,  and  he  would  not  have  been  aware  of 
it  if  his  attention  had  not  been  called  to  it.  The  eruption 
also  gave  him  but  little  trouble,  as  the  itching  was  moderate. 
His  digestion  was  very  imperfect,  and  he  suffered  from 
habitual  constipation. 

Figure  4  represents  the  condition  called  Lichen  Planus 
Verrucosus.  It  is  a  complication  due  to  papillary  hyper¬ 
trophy,  which  occurs  in  patches  of  long  duration,  situated 
chiefly  on  the  lower  extremities,  especially  on  the  lower  part 
of  the  leg,  but  it  may  be  seen  in  a  highly  developed  con¬ 
dition  on  the  thigh  also.  The  patches  have  almost  always 
a  lilac  tint,  which  is  strongly  suggestive  of  its  nature,  and 
that  search  should  be  made  in  its  neighbourhood  or  else¬ 
where  for  the  typical  papules  which  are  discoverable  as  a 
rule,  though  they  have  sometimes  faded  away  or  been  removed 
by  treatment,  leaving  the  more  obstinate  patches  behind. 
There  is  a  firm,  horny  crust  strongly  adherent  to,  and  dipping 
in  between,  the  enlarged  papillae,  which  are  only  visible  when 
the  crust  is  removed. 

Some  persons  have  a  much  greater  tendency  than  others 
to  this  warty  development,  and  in  them  it  may  occur  in  a 


comparatively  short  time,  i.e.,  in  a  few  months  instead  of 
years. 

The  disease  shown  in  the  drawing  was  that  of  a  man, 
get.  43,  who  was  sent  to  me  for  diagnosis  in  November  1890 
by  one  of  my  colleagues.  The  condition  had  existed  with 
very  little  change  for  seven  years,  and  was  said  to  have 
commenced  as  flat  papules,  but  the  patient  did  not  remember 
the  circumstances  of  its  origin.  Except  that  it  itched  some¬ 
times  it  gave  him  no  inconvenience,  and  he  applied  to  the 
hospital  for  some  other  ailment. 

There  was  no  eruption  on  any  part  of  the  body,  except 
this  on  the  lower  third  of  the  leg,  and  it  may  be  observed 
that  even  in  such  a  long-standing  case  as  this  there  were 
some  of  the  characteristic  papules  to  assist  the  diagnosis. 

The  patient  did  not  care  enough  about  it  to  have  it 
treated.  This  would  have  been  directed  to  the  removal  of 
the  horny  crust  by  means  of  salicylic  plaster,  and  then 
probably  a  cream  of  salicylic  acid  in  glycerine  might  have 
been  the  most  suitable  application,  or  possibly  scarification ;  or 
the  light  application  of  the  actual  cautery,  might  have  been 
the  best  mode  of  treatment.  In  less  developed  cases  tarry 
applications  are  often  effectual. 


PLATE  XXXII. 


Fig.  i.— LICHEN  PLANUS  SUBACUTUS— Forearm. 
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LICHEN  PLANUS  ET  ACUMINATUS. 

Synonym:  PITYRIASIS  RUBRA  PILARIS  (DEVERGLE). 


rpHIS  is  a  very  rare  affection  in  England,  but  appears  to 

be  somewhat  more  frequent  on  the  Continent.  There 
has  been  a  great  deal  of  controversy  of  late  years  as  to 
whether  Lichen  Ruber  Acuminatus  of  Kaposi  was  the  same 
on  the  one  hand  as  the  Lichen  Ruber  of  Hebra,  and  on 
the  other  as  the  Pityriasis  Rubra  Pilaris  of  the  French 
School.  That  it  is  identical  with  the  Lichen  Ruber  of  Hebra 
is  more  than  probable,  since  of  all  living  men  Kaposi  was 
the  most  likely  to  know  the  disease  which  Hebra  described, 
and  that  it  is  identical  with  Pityriasis  Rubra  Pilaris  has 
in  my  opinion  been  pretty  conclusively  shown,  though  it 
is  still  far  from  being  universally  admitted.  Putting  aside 
the  dispute  as  to  designation,  there  can  be  no  doubt  whatever 
that  the  case  about  to  be  described  corresponds  to  Pityriasis 
Rubra  Pilaris  of  the  French  authors,  but  I  have  preferred 
the  German  title,  as  it  brings  it  into  closer  relation  to  the 
Lichen  group,  which  it  morphologically  resembles  much  more 
closely  than  Pityriasis  Rubra,  which  the  French  name  might 
be  supposed  to  imply. 

The  pathology  of  the  disease  is  not  known ;  anatomically 
the  acuminate  papules  which  form  the  elementary  region  of 
the  eruption  are  seated  at  the  hair  follicle,  and  there  is 
increased  hornification  of  the  epithelial  wall  of  the  orifice 
of  the  follicle,  and  it  is  said  that  the  inflammatory  changes 
that  are  often  present  are  secondary  rather  than  primary. 
It  is  indisputable,  however,  that  these  inflammatory  changes 
are  in  some  cases  very  conspicuous,  especially  in  the  early 
stage,  and  for  all  practical  purposes  the  disease  must  then 
be  considered  and  treated  as  an  inflammation.  In  other  cases 
inflammatory  changes  are  but  little  marked,  either  from  their 
subsidence  or  from  the  disease  having  developed  slowly  and 
insidiously,  and  the  treatment  will  then  be  more  on  the  lines 
of  that  for  Ichthyosis.  The  case  will  first  be  related  as  a 
type  of  the  disease,  and  then  attention  will  be  drawn  to  some 
variations  from  that  type. 

The  patient  from  whom  Figures  1  and  2  were  taken  was 
under  the  care  of  my  friend  Dr.  Cavafy  at  St.  George’s 
Hospital,  who  kindly  allowed  me  to  have  a  copy  of  his 
drawings,  and  has  placed  the  following  notes  at  my  disposal : — 
Alexander  S.,  a  tailor,  aged  21,  applied  at  the  Skin  Depart¬ 
ment  of  St.  George’s  Hospital  on  September  20th,  1893.  He 
stated  that  his  father,  aged  52,  had  had  rheumatic  fever, 
and  suffered  from  heart  disease,  and  that  his  mother  is  a 
weakly  woman,  but  has  had  no  special  illnesses ;  that  he 
himself  is  the  sixth  of  a  family  of  nine  ;  that  the  second,  third, 
and  fourth  children  had  all  died  within  a  few  months  of 
each  other  (of  brain  fever)  two  of  them  at  the  age  of  five 
years,  and  the  fourth  child  when  three  years  old.  The  patient 
was  born  at  Ogle  in  Cambridgeshire,  and  lived  there  for  the 
33 


first  thirteen  years  of  his  life,  but  had  never  had  ague  ;  at  the 
age  of  ten  he  had  measles,  but  he  had  never  had  scarlet  fever 
or  whooping  cough ;  fifteen  months  ago  he  suffered  from 
rheumatic  pains  in  his  legs.  Two  years  ago  he  suffered  from 
gonorrhoea,  which  lasted  three  months,  and  he  had  a  second 
attack  in  August  1893.  In  March  1893  he  suffered  from  an 
eruption  exactly  like  the  present  one,  which  disappeared 
completely  in  two  months  from  the  time  of  onset,  and  was 
preceded  by  a  sore  throat.  There  was  no  evidence  of  syphilis 
either  past  or  present.  The  present  attack  began  in  August 
1893  on  the  hands.  The  notes  do  not  state  whether  there 
Avas  any  constitutional  disturbance,  nor  what  Avas  the  course 
of  the  disease  up  to  the  time  when  he  Avas  first  seen  by 
Dr.  Cavafy,  when  his  condition  was  as  follows  : — 

The  scalp  Avas  covered  with  copious  branny  scales,  thickly 
scattered  through  the  hair  like  a  dense  seborrhcea  sicca, 
but  the  scalp  beneath  was  not  reddened ;  the  face  and  neck 
Avere  of  a  vivid  dark  red  colour,  accompanied  by  scales  on 
the  face  which  were  large  and  partly  adherent ;  there  Avas 
no  infiltration  of  the  skin,  and  the  erythema  gradually  subsided 
towards  the  root  of  the  neck ;  the  front  and  back  of  the  trunk 
and  the  sides  of  the  thorax  were  thickly  studded  Avitli  some- 
Avliat  pointed,  bright  pink,  millet  seed-sized  papules  with  scaly 
summits.  They  were  seated  at  the  hair  follicle,  many  being 
perforated  centrally  by  a  hair.  The  eruption  Avas  more  scanty 
on  the  abdomen,  but  on  the  loins  and  buttocks  the  papules 
were  very  abundant,  and  on  the  buttocks  Avere  larger  and 
of  a  duller  red  colour  than  those  already  described.  On  the 
arms  and  forearms  they  were  also  very  abundant  as  shown 
in  Figure  1.  They  were  rather  more  abundant  on  the  extensor 
than  on  the  flexor  side.  On  the  flexor  side  of  the  forearms 
there  were  a  few  papules  not  seated  at  hair  follicles,  and 
these  were  flat,  like  those  of  lichen  planus,  but  rounded  in 
outline.  From  the  wrist  to  the  back  of  the  hands  the  papules 
were  much  larger  and  flatter  from  confluence  than  they  were 
on  the  arm,  and  gradually  passed  into  vivid  erythematous 
patches  at  the  metacarpo-phalangeal  joints,  Avith  some 
thickening  of  the  skin  ;  the  fingers  were  uniformly  red  and 
scaly,  Avhile  the  palms  Avere  of  a  very  vivid  dark  red,  with 
large  flaky,  partly-adherent  scales.  On  the  back  of  the 
thighs  were  dull  red  papules,  a  little  larger  than  those  else¬ 
where,  but  of  a  similar  character,  though  not  so  thickly  set ; 
on  the  front  of  the  thighs,  both  front  and  back  of  the  legs, 
there  Avere  only  a  very  few  scattered  papules.  The  soles 
Avere  in  an  exactly  similar  state  to  the  palms,  that  is,  of  a 
very  vivid  dark  red,  Avitli  large,  flaky,  partly-adherent  scales, 
the  redness  Avas  sharply  defined  at  the  inner  and  outer  border 
of  the  feet,  Avhile  the  dorsum  Avas  free. 

October  Ath.  The  patient  had  been  applying  olive  oil 


and  had  had  no  other  treatment,  except  that  he  had  soaked 
his  hands  and  feet  in  a  solution  of  alum  by  the  advice  of  some 
of  his  friends.  The  scalp  was  much  less  scaly,  and  the  face  was 
practically  free  from  scales  but  still  red  ;  the  palms  and  soles 
were  not  quite  so  red,  while  the  trunk  and  other  parts  were 
much  ih  the  same  state.  His  condition  as  a  whole  was 
unchanged  when  on  October  11th  he  was  shown  to  the 
Dermatological  Society  of  London,  except  that  the  papules 
over  the  buttocks  and  thighs  had  increased  in  number.  The 
drawing  was  taken  a  few  days  after  he  was  shown  to  the 
Society.  By  the  end  of  the  year  the  man  had  practically 
recovered  without  treatment. 

This  case  followed  a  common  course  in  commencing  on 
the  palms  and  soles,  the  scalp  being  the  next  most  common 
starting  point,  where  it  often  forms  patches  like  psoriasis, 
but  the  scales,  though  adherent  into  crusts,  are  individually 
more  powdery,  and  are  not  seated  on  so  intensely  reddened 
a  base  as  is  usually  the  case  in  psoriasis.  Sometimes  the 
disease  begins  on  the  face  with  a  similar  encrustation  of 
fine  scales,  and  less  frequently  it  begins  on  the  trunk  or 
limbs  with  the  characteristic  papules.  In  whatever  way  or 
place  it  commences  the  characteristic  papules  shown  in  the 
drawing  soon  show  themselves  on  the  limbs  and  trunk,  and 
are  especially  densely  arranged  on  the  abdomen  and  waist, 
where  they  may  become  confluent,  and  then  form  pale  or 
yellowish  red,  less  frequently  bright  red,  patches,  in  which 
the  elementary  papular  character  is  lost,  and  the  patches, 
which  may  coalesce  into  a  diffuse  area  of  large  size,  is  covered 
with  fine  branny  scales,  in  parts  adherent  into  an  encrustation 
like  that  of  psoriasis,  especially  on  the  extensor  aspect  of  the 
limbs.  The  natural  lines  are  much  deepened  where  the 
disease  is  most  marked,  resembling  Ichthyosis  if  the  signs 
of  inflammation  are  not  very  marked.  Beyond  these  plaques 
the  papules  are  to  be  found.  Although  these  are  for  the 
most  part  round  in  outline  and  convex  or  conical  in  elevation, 
in  some  regions  round  papules,  as  flat  as  those  of  Lichen 
Planus,  may  be  found.  They  differ,  however,  in  being  scaly 
instead  of  smooth,  and  round  instead  of  angular.  It  is 
probable  that  it  is  cases  in  which  these  papules  are  a  more 
prominent  feature  than  usual  that  get  reported  as  cases  of 
Lichen  Ruber  Acuminatus,  being  converted  into  Lichen 
Planus.  A  very  marked  instance  of  this  came  under  my 
observation  in  the  case  of  a  woman  of  fifty-two,  seen  with 
Mr.  Nicholls,  of  Brighton.  In  this  patient  the  disease  began 
on  the  back  of  the  wrists,  about  eight  months  before  I  saw 
her,  and  extended  up  the  arm  and  down  to  the  fingers,  where 
the  characteristic  crater-like  papules  round  the  hair  follicles 
of  the  first  phalanges  were  developed.  The  inner  surface 
of  the  thighs  were  invaded  a  month  later,  and  about  the 
same  time  the  palms  were  involved.  The  disease  gradually 
extended,  but  with  remissions  and  exacerbations.  Some  parts 
seemed  to  get  quite  well,  others  broke  out  again.  At  one 
time  about  a  month  from  the  onset  she  was  covered  from 
head  to  foot,  and  was  in  bed  for  two  weeks.  The  legs  were 
much  swollen  and  the  glands  in  the  groin  were  enlarged. 
After  some  weeks  the  inflammatory  symptoms  in  great  part 
subsided,  and  she  got  much  better.  When  I  saw  her  in 
September  1894  she  was  again  getting  worse,  not  being 
nearly  as  well  as  she  had  been  six  weeks  previously.  The 
scalp  was  then  covered  with  powdery  scaliness,  and  for  an 
inch  beyond  the  hair  the  surface  was  pale  red  and  densely 
covered  with  small  white  scales,  and  the  eyebrows  were  in 
a  similar  condition  but  without  any  redness.  Round  the  mouth 
the  skin  was  red,  rough,  and  painful,  and  the  tip  of  the  nose 


was  in  a  similar  condition.  There  was  a  hard,  scaly  crust  all 
over  the  ears,  extending  on  to  the  adjoining  portion  of  the  face. 
On  the  neck,  there  was  a  band  of  white  scales  all  round,  which 
a  lens  showed  to  be  due  to  dense  rows  of  minute  papules  with 
a  scaly  top ;  below  this,  the  papules  were  discrete  and  less 
scaly.  The  forearms  were  uniformly  scaly,  from  the  wrists  to 
three  inches  above  the  elbows.  Above  that  were  minute 
papules,  round,  flat,  with  scaly  centre  in  a  slight  depression  ; 
they  were  densely  crowded, .  but  separate  all  over  the  arm. 
They  were  almost  confluent  over  the  scapulae,  but  the  com¬ 
ponent  papules  were  still  visible.  From  the  middle  of  the 
back  downwards  the  eruption  was  worse  than  elsewhere.  The 
papules  were  distinct,  but  closely  aggregated  into  lines.  At 
the  waist  where  the  stays  came  the  skin  was  red  and  scaly,  and, 
except  in  the  small  of  the  back,  the  papular  origin  was  not 
distinguishable,  but  in  this  part  they  were  round,  millet  to 
hemp  seed-sized,  and  concave,  and  many  of  them  had  a  central 
horny  punctum.  They  gradually  merged  into  diffuse  redness, 
with  scales  over  the  buttocks. 

The  trunk  in  front  was  clear  to  the  waist.  On  the 
abdomen  the  papules  were  flat  or  slightly  concave,  like  those 
in  the  small  of  the  back ;  from  the  umbilicus  downwards  to 
about  3  inches  above  the  pubes  they  merged  into  continuous 
scaly  redness,  except  at  the  sides,  where  there  were  still 
discrete  papules.  From  the  groins  downwards  there  was  con¬ 
tinuous  redness  and  scaliness,  rather  pale  on  the  thighs,  but 
bright  red  above,  and  here  there  was  no  trace  of  papules.  On 
the  knees  there  was  ichthyosis-like  scaliness  without  inflam¬ 
matory  signs.  The  legs  and  feet  were  like  the  thighs,  covered 
with  diffuse  scaly  redness.  The  soles  also  were  intensely  red, 
with  pieces  of  cracked  epidermis  over  them.  The  toe  nails 
were  thickened  and  raised  up  by  accumulation  of  epithelium 
beneath  them,  while  the  finger  nails  were  less  affected,  but  the 
distal  end  was  opaque  yellow  and  slightly  raised  by  the  sub¬ 
jacent  epithelium.  The  above  case  illustrates  well  most  of  the 
differences  which  may  occur  in  a  more  advanced  or  highly 
developed  case  than  the  one  from  which  the  illustration  was 
taken.  The  patient  was  somewhat  depressed  from  her  con¬ 
dition,  but  there  was  no  marked  departure  from  health  when  I 
saw  her,  but  when  the  disease  was  acute  and  universal  her 
general  health  suffered  considerably. 

The  above  is  a  very  good  pendant  to  the  first  case,  and 
brings  out  some  of  the  most  important  variations,  such  as  the 
flat  and  even  concave  surface  of  some  of  the  papules,  and  the 
diffuse  scaly  redness  which  occurs  in  large  areas  from  coales¬ 
cence  of  the  primary  papules,  which  are  no  longer  distinguish¬ 
able  in  these  areas.  She  recovered  slowly,  but  completely,  in 
about  nine  months.  The  course  of  the  disease  is  slow  and 
irregular,  attended  with  exacerbations  and  remissions,  or  the 
patient,  as  is  in  the  first  case,  gets  quite  well  for  a  time,  but  is 
liable  to  recurrences. 

Diagnosis. — The  leading  features  are  the  follicular  papules, 
with  the  central  horny  plug  in  many  of  them  ;  the  dry  crusts 
of  powdery  scales  on  the  face  and  scalp,  and  the  dry  scaliness 
without  crusting  of  the  palms  and  soles  generally,  and  of  other 
parts  in  some  cases ;  the  frequent  absence  of  active  inflamma¬ 
tory  symptoms,  and  then  the  small  disturbance  of  the  general 
health  and  benign  course  ;  but,  on  the  other  hand,  active  inflam¬ 
matory  symptoms  may  be  present,  and  with  it  the  general 
health  suffers,  and  the  dangers  of  a  universal  dermatitis  will 
then  be  incurred. 

Where  inflammatory  signs  are  absent  the  disease 
resembles  Ichthyosis  in  many  respects,  but  especially  about 


the  knees  and  elbows,  but  it  is  not  a  congenital  affection,  often 
gets  well  of  itself,  and  the  signs  of  inflammation  are  seldom 
absent  in  all  parts  of  the  body,  e.g.,  on  the  palms  and  soles, 
which  are  there  very  different  from  the  ichthyotic  palm  and 
sole,  which  are  neither  red  nor  scaly,  only  thickened.  The 
highly  inflammatory  cases  may  resemble  Pityriasis  Rubra,  but 
in  the  latter  the  scales  are  large,  flaky,  and  abundant,  and 
even  on  the  face,  where  the  scales  are  smaller  than  elsewhere, 
there  is  intense  hypereemia,  and  the  scales  are  not  powdery ; 
finally,  the  papules  so  characteristic  of  Lichen  Ruber  Acumi- 
natus  are  entirely  absent  in  Pityriasis  Rubra.  It  appears  to 
me  to  be  probable  that  one  reason  why  Pityriasis  Rubra  Pilaris 
and  Lichen  Ruber  Acuminatus  have  been  regarded  as  different 
diseases,  is  that  the  extreme  links  of  the  chain  of  varieties 
have  been  contrasted,  while  the  disease  is  so  rare  that  few  men 
meet  with  the  various  intermediate  links  in  their  own  practice, 
so  that  the  general  resemblances  are  not  recognised. 

Treatment. — The  general  line  of  treatment  is  that  for 
psoriasis,  but  the  local  applications  are  for  the  most  part 
milder,  and  arsenic  must  be  given  with  caution,  as  it  often 
aggravates  instead  of  cures.  Efforts  to  restore  the  sweat 
secretion  are  recommended  by  means  of  alkaline  baths,  soft 
soap  inunctions,  and  nitrate  of  pilocarpine,  gr.  L  by  subcuta¬ 
neous  injection ;  but  this  is  not  suitable  for  the  hypersemic 
cases,  which  would  be  better  treated  like  any  other  active 
dermatitis,  such  as  Pityriasis  Rubra. 

Figure  3  represents  Lichen  Planus  affecting  the  wrists  of 
a  patient,  in  whom  the  eruption  affected  every  region  of  the 
body  except  the  face  and  head.  Elizabeth  E.,  aged  43,  came 
to  University  College  Hospital  on  January  17th,  1890,  and 
was  at  once  admitted.  She  had  never  had  any  disease  of  the 
skin  before  the  present  one,  and  her  general  health  had  been 
pretty  good,  excepting  that  for  the  last  seven  or  eight  months 
she  had  from  time  to  time  suffered  from  bad  headaches.  The 
present  illness  began  in  August  1889,  when  she  noticed  a  few 
spots  occupying  about  a  square  inch  on  the  outside  of  her  left 
knee ;  then  it  appeared  on  both  calves,  spread  up  the  thighs 
on  to  the  trunk,  and  from  there  to  the  arms.  She  was  treated 
at  the  Ipswich  Hospital  in  October,  and  before  and  since  that 
by  her  own  doctor  at  Harwich.  Her  state  on  admission  was 
as  follows : — The  patient  is  thin,  and  of  rather  sallow  com¬ 
plexion.  Her  face  is  free  from  eruption,  which  commences  on 
the  neck  at  the  level  of  the  thyroid  cartilage ;  here  there  is 
a  band  of  closely  aggregated  papules  placed  transversely 
across  the  neck.  On  the  chest,  the  eruption  is  ill  scattered 
papules;  but  below  the  level  of  the  breasts  and  between 
them  the  papules  are  so  numerous  as  to  form  an  almost 
continuous  diffuse  red  area  down  to  the  umbilicus.  Below 
the  umbilicus  the  areas  of  healthy  skin  become  more  frequent 
and  larger ;  the  back  is  much  more  covered  than  the  front  of 
the  body,  commencing  at  the  line  of  the  hair,  and  only  going 
on  to  the  scalp  for  a  short  distance.  The  papules  are  densely 
crowded,  but  with  areas  of  clear  skin  here  and  there  ;  over  the 


scapulae  and  between  them,  at  the  upper  part  of  the  back, 
were  many  scattered  papules  ;  below  the  scapulae,  the  eruption 
becomes  more  and  more  dense,  with  very  few  areas  of  healthy 
skin  ;  the  disease  is  most  highly  developed  about  the  buttocks 
and  sacrum ;  here  it  is  of  a  dull  red  hue,  and  very  markedly 
scaly  as  far  as  the  upper  border  of  the  ilium.  The  scaliness 
diminishes  from  below  upwards,  until  it  is  scarcely  perceptible 
at  the  level  of  the  scapulae.  The  colour  also  diminishes  in 
intensity  from  below  upwards ;  at  the  upper  part  of  the  back 
it  is  pale  red,  in  the  middle  a  bright  red,  and  at  the  bottom  of 
the  back  a  deep  bluish  red.  About  the  neck,  the  papules  are 
distinctly  angular  and  flat ;  these  characters  are  less  marked 
about  the  shoulders  and  where  the  eruption  is  continuous,  but 
is  perceptible  as  far  as  the  loin ;  below  that  the  papular 
character  is  lost,  and  there  is  only  a  continuous  scaly  red 
area.  The  papules  in  the  area  from  the  neck  to  the  loins  take 
a  radiating  direction  from  the  spine,  nearly  parallel  to  the  ribs, 
and  bounded  by  the  natural  lines  of  the  skin.  In  front,  the 
papular  character  is  tolerably  recognisable  over  the  upper  part 
of  the  chest,  but  less  so  below  that ;  everywhere  the  papules 
are  flat  and  angular.  On  the  upper  limbs,  the  eruption  extends 
from  the  shoulders  to  the  wrists,  where  it  terminates  abruptly, 
the  palms  being  entirely  free  and  the  back  of  the  hands  only 
slightly  affected ;  from  below  upwards  it  is  practically  con¬ 
tinuous  from  the  wrist  to  two  inches  above  the  elbow ;  but  the 
component  papules  are  generally  recognisable  on  the  back  of 
the  limbs,  and  there  is  as  much  eruption  on  the  extensor  as  on 
the  flexor  surface  of  the  forearm,  but  not  quite  so  much  as 
on  the  upper  arm.  Papules  typical  of  Lichen  Planus  are 
well  marked  about  the  hands  and  wrists — the  part  selected 
for  illustration — which  shows  the  characters  very  well,  with 
the  exception  of  the  shining  appearance  which  cannot  be 
conveyed  by  the  drawing.  On  the  lower  extremities,  the 
eruption  is  continuous  all  down  the  thighs,  both  back  and 
front,  and  is  distinctly  scaly,  especially  on  the  outer  side.  The 
natural  lines  of  the  skin  are  much  deepened,  and  the  papular 
character  of  the  eruption  primarily  can  generally  be  made  out. 
This  is  especially  marked  on  the  inner  side  of  the  knees  ;  below 
the  knees,  the  eruption  terminates  rather  abruptly  about  the 
level  of  the  upper  third  of  the  leg,  going  lower  down  behind 
than  in  front ;  there  is  a  perfectly  free  area  over  the  right 
patella,  but  over  the  left  there  are  some  papules.  There  was 
no  sugar  or  albumin  in  the  urine,  but  there  was  reduplication 
of  the  first  sound  of  the  heart  at  the  apex,  but  no  murmur. 
The  patient  was  kept  in  bed,  but  no  medicine  was  given, 
except  a  little  linctus  morphise  to  allay  a  troublesome  cough ; 
nevertheless  the  eruption  speedily  began  to  fade,  so  that 
the  artist  who  had  begun  to  draw  the  back  was  unable  to 
finish  it ;  neither  was  any  local  treatment  employed  until 
February  12th,  when  a  liniment  of  oil  of  Cade,  m.xx.  to  olive 
oil,  51,  was  ordered,  to  accelerate  the  cure  of  the  eruption 
which  had  spontaneously  faded  to  a  very  considerable 
extent.  This  rapid  spontaneous  improvement  illustrates  the 
value  of  keeping  the  patient  in  bed  in  cases  of  extensive 
dermatitis. 
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LICHEN  PLANUS  ET  ACUMINATUS. 


LICHEN  SCROFULOSUS  ET  PILARIS. 


|  N  Lichen  Scrofulosus,  minute  pale  red  inflammatory  papules, 
which  fade  to  the  colour  of  the  normal  skin,  are  disposed 
in  groups  or  circles,  usually  on  the  trunk,  but  sometimes  on 
the  limbs  of  scrofulous  subjects.  The  disease  is  a  chronic  one, 
and  occurs  more  frequently  in  children  than  in  adults.  The 
papules  are  from  a  pin’s  point  to  a  pin’s  head  in  size,  slightly 
conical,  and,  at  first,  bright  red  in  colour ;  but  as  they  fade  to 
a  pale  fawn  tint,  the  eruption  is  scarcely  visible,  unless  re¬ 
garded  obliquely.  The  papules  are  seated  at  the  hair  follicles, 
and  follow  their  arrangement  in  forming  the  roundish  groups 
or  circles,  or  segments  of  circles ;  but,  in  the  severer  forms  of 
the  disease,  the  intervals  between  the  groups  may  be  filled 
up  with  fresh  papules,  and  so  large  surfaces  of  the  eruption 
are  produced.  In  such  cases,  minute  scales  are  seen  upon 
and  between  the  papules,  and  there  are  also  minute  pustules, 
which  may  become  acneiform,  scattered  amongst  the  smaller 
papules.  The  commonest  positions  are  the  sides  of  the  trunk, 
over  the  lower  ribs  and  the  flank,  while  the  limbs  often  escape 
in  adults,  but  less  frequently  in  children,  and  in  the  case 
represented  were  conspicuously  affected.  The  disease  runs  a 
very  chronic  course,  unless  submitted  to  treatment.  Itching 
is  absent  or  very  slight,  and  some  evidence  of  scrofula  is  nearly 
always  present.  The  diagnosis  turns  upon  the  small  size 
and  pale  red  colour  of  the  papules,  their  arrangement  in 
groups  and  circles,  their  limitation  to  the  trunk  in  adults,  the 
absence  of  itching,  and  the  youth  of  the  patient.  The  small  fol¬ 
licular  sypliilide  morphologically  exactly  resembles  it,  but  it  is 
more  likely  to  be  met  with  in  adults  than  in  children ;  it  is 
usually  much  more  extensive,  and  affects  the  limbs  quite  as 
much  as  the  trunk,  and,  being  a  secondary  eruption,  other 
specific  symptoms  are  sure  to  be  associated  with  it. 

The  following  is  an  account  of  the  case  from  which  the 
drawing  was  taken. 

William  C.,  aged  six  years,  came  to  University  College 
Hospital,  on  January  24th,  1891.  The  mother  stated  that 
the  eruption  had  commenced  two  months  previously,  following 
immediately  upon  an  attack  of  varicella.  It  affected  the  legs 
and  the  front  and  back  of  the  trunk,  but  there  was  very  little 
on  the  arms.  It  presented  the  usual  characters  of  follicular 
hypersemic  papules,  little  more  than  a  pin’s  point  in  size,  pale 
red  upon  the  trunk,  but  darker  red  upon  the  lower  part  of  the 
legs,  where  it  was  very  thickly  distributed  from  the  knee 
downwards ;  the  flexor  surface  of  the  ankle  and  leg  and  the 
sole  were  free.  The  eruption  was  so  thickly  distributed  on 
the  left  leg,  that  no  special  arrangement  could  be  made  out ; 
but,  on  the  right,  the  tendency  to  form  circles  was  noticeable. 
On  the  trunk,  the  eruption  was  thickest  behind,  below  the 
level  of  the  angle  of  the  scapula,  and  in  front,  below  the 
nipples.  The  papules  on  the  trunk  were  smaller  than  on  the  leg, 
pale  red  in  colour,  and  on  account  of  the  abundance  of  the  rash, 
a  circinate  arrangement  was  only  discernible  here  and  there. 
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There  was  less  eruption  over  the  abdomen  than  over  the  back, 
but  there  were  about  a  dozen  acne  pustules  in  the  neighbour¬ 
hood  of  the  umbilicus.  The  only  sign  of  scrofula  was  enlarge¬ 
ment  of  the  submaxillary  glands.  This,  the  mother  said,  all 
her  children  had,  but  there  was  no  phthisis  in  the  family. 

The  treatment  was  simple  and  effectual,  cod  liver  oil 
was  given  internally  in  teaspoonful  doses,  three  times  a-day, 
and  locally  he  had  alkaline  baths,  and  an  ointment,  con¬ 
sisting  of  fifteen  minims  of  a  solution  of  subacetate  of 
lead,  and  five  grains  of  thymol,  to  an  ounce  of  vaseline, 
was  rubbed  in,  night  and  morning.  Under  this  treatment 
the  eruption  soon  disappeared,  and  the  child  appeared  quite 
well. 

Lichen  Pilaris  or  Lichen  Spinulosus  is  an  inflammatory 
disease  of  the  hair  follicles,  in  which  a  spiny  epidermic 
peg  projects  from  the  centre  of  the  papule.  It  must  not 
be  confused  with  keratosis  pilaris,  to  which  some  authors 
have  applied  the  same  name,  though  it  is  only  an  accu¬ 
mulation  of  epidermic  cells  at  the  mouth  of  the  follicle, 
due  to  excessive  dryness  of  the  skin,  and  not  accompanied 
by  any  inflammation.  Lichen  pilaris  occurs  most  commonly 
in  children,  though  it  may  occasionally  be  met  with  in 
adults.  The  most  common  positions  are  the  back  of  the 
neck,  the  buttocks  and  thighs,  the  extensor  aspect  of  the 
arms,  and  sometimes  the  abdomen  and  other  parts  of  the 
body.  It  occurs  most  frequently  in  patches,  either  round¬ 
ish  or  irregular  in  outline;  the  patch  sometimes  appear¬ 
ing  suddenly  in  the  course  of  a  night,  and  spreading 
for  a  few  days.  Each  patch  is  made  up  of  papules,  red  in 
colour  and  conical  in  shape,  with  a  horny  spine  in  the  centre, 
which  may  project  for  the  sixteenth  of  an  inch,  so  that  the 
patch  feels  like  a  nutmeg  grater,  though  the  spines  are  not 
easily  seen  unless  viewed  obliquely;  the  redness  may  fade 
after  a  week  or  two,  and  then  the  papule  may  remain  un¬ 
changed  for  an  indefinite  period.  The  patches  may  be  nume¬ 
rous  and  scattered  over  a  wide  area,  but  the  disease  may  be 
limited  to  a  single  region,  or  even  to  a  single  patch.  As 
a  rule,  these  spiny  papules  are  the  only  eruptive  manifestation, 
but  the  spines  may  occasionally  be  seen  as  a  complication 
of  other  eruptions,  such  as  lichen  scrofulosus,  lichen  planus, 
and  the  small  follicular  sypliilide.  Unlike  keratosis  pilaris, 
when  the  horny  spine  is  removed,  a  papule  is  still  left  round 
the  depression. 

The  I  late  was  taken  from  a  case  in  which  the  eruption 
was  unusually  extensive,  and  the  spiny  papules  highly 
developed.  The  patient,  Percy  C.,  was  aged  fifteen  and  a  half 
years,  and  first  came  under  my  notice  at  University  College 
Hospital,  on  May  3rd,  1884. 

The  distribution  of  the  eruption  was  as  follows  :  the  back 
of  the  neck,  both  scapular  regions,  but  not  between  the 


shoulders,  the  whole  of  the  rest  of  the  back,  the  buttocks,  the 
trochanteric  regions,  the  upper  third  of  the  thighs,  the 
popliteal  spaces,  the  sides  of  the  knees,  the  upper  half  of 
the  leg,  mostly  on  the  front  and  sides ;  on  the  arms,  it  was 
chiefly  on  the  extensor  surfaces,  but  only  in  small  patches, 
there  was  some  also  on  the  elbow ;  in  front,  the  whole  of  the 
abdomen  and  the  thorax  below  the  nipple  were  uniformly 
and  thickly  covered.  The  eruption  in  the  main  was 
symmetrical,  and,  where  the  papules  were  not  too  densely 
crowded,  arranged  in  irregular  or  roundish  patches,  but 
with  scattered  papules  between  them.  Individually  the 
papules  were  of  the  size  of  a  pin’s  head ;  some  of  them  notably 
inflamed,  while  others  were  very  slightly  redder  than  the 
normal  skin.  They  presented  the  yellowish  white  horny 
spines  above  described,  with  the  characteristic  nutmeg  grater 
sensation  to  the  finger.  Itching  was  completely  absent. 
Although  he  looked  thin,  pale,  and  delicate,  there  was  no 
evidence  of  constitutional  disease  of  any  kind ;  his  general 
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health  was  said  to  be  good,  and  the  circumstances  of  his 
family  were  better  than  the  average  hospital  patient,  the 
father  being  a  clerk  in  the  Civil  Service.  There  was  no 
history  of  phthisis  or  other  serious  disease,  but  the  father 
suffered  from  psoriasis.  There  was  no  ascertainable  cause 
for  the  outbreak  of  the  eruption. 

The  treatment  consisted  in  alkaline  baths  and  friction, 
while  in  the  bath,  and  then  a  liniment  of  soft  soap  and 
spirits  of  wine,  with  3js.  of  oil  of  Cade  to  the  ounce,  was  rubbed 
in  with  a  piece  of  moistened  flannel ;  cod  liver  oil  and  iron 
were  also  given  internally.  The  disease  gradually  yielded 
to  these  measures. 

Figure  3  represents  a  patch  of  the  same  disease,  with 
the  spines  slightly  exaggerated ;  it  was  situated  in  the  back  of 
the  neck  of  a  boy  of  six,  whose  general  health  was  good, 
except  that  he  had  had  otorrhoea  since  infancy ;  the  mother 
had  no  idea  of  any  exciting  cause. 
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PLATE  XXXIV. 


Fig.  i.— LICHEN  SCROFULOSUS. 


Fig.  2.— LICHEN  PILARIS  SEU  SPINULOSUS. 


Fig.  3.— LICHEN  PILARIS  PATCH. 
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BROMIDE  OF  POTASSIUM  ERUPTION. 


CONFLUENT  FORM. 


IRRUPTIONS  from  bromide  of  potassium  may  be  erythema¬ 
tous,  urticarial,  squamous,  bullous,  or  pustular,  but  only 
the  bullous  and  pustular  eruptions  produce  characteristic 
lesions  readily  distinguishable  from  all  other  forms  of 
dermatitis,  except  the  almost  identical  eruptions  produced  by 
iodine  and  its  salts.  The  pustular  forms  may  be  discrete 
only,  or  discrete  and  confluent,  for  the  confluent  form  is  rarely 
seen  unaccompanied  by  some  discrete  lesions.  The  bullous 
condition  becomes  converted  into  a  pustular  one,  unless  the 
drug  is  stopped  in  time ;  an  example  of  this  conversion  is 
seen  in  the  case  to  be  narrated,  in  which  the  rash  in  the  early 
stage  was  mistaken  for  chicken-pox ;  at  the  same  time,  it  is 
not  an  invariable  or,  indeed,  common  antecedent,  the  eruption 
being  usually  pustular  from  the  first. 

The  most  common  is  the  discrete  acneiform  or  follicular 
eruption  ;  and  although  the  resemblance  to  acne  vulgaris  is 
sometimes  very  close,  it  may  be  usually  detected  by  the  lesions 
being  more  rapid  in  their  evolution,  in  their  not  having 
formed  round  a  comedo,  in  the  pustulation  being  freer  and 
the  base  softer  than  the  acne  pustule  or  boil,  and  their 
comparatively  painless  formation.  Of  course,  if  the  patient 
is  known  to  be  taking  a  bromide  the  matter  is  simple  enough. 
The  confluent  form  is  much  more  important,  and  the  lesions 
are  very  formidable  looking,  as  the  drawing  shows.  It  is 
fortunately  rather  uncommon,  and  occurs  more  frequently  in 
infants  than  in  adults. 

The  case  depicted  in  the  plate  was  a  boy,  cat.  7  months, 
who  was  brought  to  the  Skin  department  of  University 
College  Hospital,  on  December  29th,  1886,  with  an  erup¬ 
tion  distributed  on  the  face  and  scalp,  as  in  the  Plate. 
The  trunk  was  quite  free,  but  there  were  a  few  isolated  lesions 
on  the  extensor  aspect  of  the  arms,  forearms,  hands,  buttocks, 
and  legs,  near  the  ankle.  The  lesions  consisted  of  flat  convex 
patches,  evidently  formed  by  aggregations  of  pustules  on  an 
elevated  soft  red  base,  rising  abruptly  from  the  healthy  skin, 
with  only  a  narrow  areola.  These  pustular  points  on  a 
red  plateau  were  well  shown  in  the  smaller  arm  lesions.  In 
the  larger  ones  there  was  a  tendency  to  dry  up  in  the 
centre,  leaving  a  pustular  rim,  and  this  having  a  narrow 
areola,  the  whole  somewhat  resembled  a  vaccine  lesion,  for 
which,  indeed,  patches  on  the  arm  have  been  mistaken  in 
other  cases.  Where  the  secretion  had  quite  dried  it  formed  an 
irregularly  sulcated,  dirty,  greenish  brown  scab,  while  the 
surrounding  redness  had  much  diminished.  When  the  crust 
was  removed  an  irregular  papillary  mass  was  left,  as  shown 
in  the  large  patch  on  the  leg.  On  the  scalp,  the  eruption 
was  extensively  confluent,  but  was  undergoing  retrogression, 
the  elevated  area  flattening  down,  and  the  dark  scabs  only 
of  the  pustulation  remained.  On  the  face,  the  eruption  was 
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in  all  stages  ;  there  were  recent  pustules,  confluent  patches, 
and  dark,  scabbed  plaques. 

The  child  was  fairly  nourished,  but  pale,  and  did  not 
seem  to  be  in  any  suffering,  as  the  aspect  of  the  disease 
would  have  made  one  suppose.  The  mother  gave  the  following 
history  — When  one  month  old  he  had  erythema  of  the  but¬ 
tocks,  and  a  pimply  rash  soon  after  came  on  the  cheeks,  but 
it  soon  got  well,  and  he  remained  so  until  four  months  old, 
when  the  present  eruption  began,  and  was  pronounced  by 
the  doctor  to  be  chicken-pox  ;  but  it  never  got  well,  but 
spread  and  merged  into  the  present  condition,  which  had 
existed  for  nearly  three  months,  fresh  lesions  appearing  from 
time  to  time,  while  the  older  ones  underwent  improvement, 
and  in  some  places  disappeared  entirely.  Recognising  at 
once  the  nature  of  the  affection,  I  wrote  to  the  doctor  who 
had  been  attending  the  child,  who  kindly  furnished  me  with 
the  following  particulars  The  bromide  was  given  in  four- 
grain  doses,  three  times  a  day,  for  restlessness  in  connection 
with  teething.  It  was  commenced  on  October  8tli,  and  con¬ 
tinued  up  to  the  19th.  On  the  20th,  when  seen  again,  he 
had  a  vesicular  eruption  which  was  diagnosed  as  chicken- 
pox,  but  the  next  day  the  vesicles  were  pustules,  several  of 
which  united  and  formed  large  sores  discharging  a  watery 
pus.  Fresh  vesicles  formed  “  wherever  the  discharge  came  in 
contact  with  the  skin,”  and  others  formed  independently. 
Those  on  the  buttocks  soon  got  well  spontaneously,  leaving 
only  staining,  when  the  head  broke  out  in  the  way  depicted 
in  the  Plate.  Iron  was  given  internally,  but  still  a  little 
bromide  was  given  with  it  up  to  the  time  when  the  child 
was  brought  to  the  hospital,  as  the  cause  of  the  eruption  was 
not  suspected.  The  treatment  was  not  commenced  until 
January  5th,  when  liq.  arsenicalis  m.j,  tinct.  lupuli  m.x,  syr. 
senuse  m.xx,  aq.  3j  was  ordered  to  be  taken  three  times  a  day, 
and  a  lotion  of  liq.  plumbi  subacetatis  m.x,  glycerin  m.xv,  aq. 
destil.  5j  applied  on  lint  under  oiled  silk.  Rapid  improvement 
followed,  fresh  lesions  soon  ceased  to  appear,  and  the  old  ones 
dried  up,  flattened  down,  and  ultimately  cleared  off,  leaving 
brownish  red  stains,  but  no  scars,  except  on  the  right  eyelid, 
where  there  was  some  papillary  hypertrophy  of  the  skin,  which 
had  to  be  snipped  off.  Owing  to  the  long  duration  of  the 
eruption,  due  to  the  fact  that  more  or  less  bromide  was  taken 
for  over  two  months  after  the  rash  began  to  appear,  the 
treatment  took  longer  than  usual  before  the  last  portion  of  the 
eruption  had  disappeared.  As  a  rule,  two  or  three  weeks  are 
sufficient  to  remove  the  eruption,  though  the  stains  may  last 
much  longer. 

Diagnosis. — As  before  observed,  the  lesion  is  a  raised,  red, 
inflammatory  plateau  of  soft,  bright  red  vascular  tissue,  the 
surface  of  which  is  covered  with  small  pustules  closely  crowded 


together.  At  first  sight  this  description  rather  suggests  a 
carbuncular  lesion,  but  there  is  very  little  or  no  pain :  the 
colour  is  bright,  never  livid  red  ;  the  base  is  soft  instead  of 
being  brawny ;  there  is  no  induration  beyond  the  sharply 
defined  border,  and  the  pustules  do  not  exude  any  great 
amount  of  fluid,  but  dry  up  into  an  irregular,  sulcated  scab  of 
a  yellow  brown,  or  greenish  black  colour.  The  number  and 
aggregation  of  the  lesions  and  the  absence  of  constitutional 
symptoms  are  also  suggestive.  One  peculiarity  is  the  selective 
affinity  of  the  lesions  for  scar  tissue,  and  this  peculiarity  may 
lead  to  error,  as  occurred  in  two  instances  which  came  under 
my  notice,  owing  to  the  eruption  having  started  in  the 
vaccination  scars.  In  one  such  case,  the  administrator  of 
the  bromide  actually  accused  the  public  vaccinator  of  having 
used  impure  vaccine,  who,  to  vindicate  himself,  referred  the 
case  to  me.  In  the  case  before  us,  one  of  the  lesions  appeared 
on  the  back  of  the  hand  on  the  scar  of  a  burn,  and  I  have 
also  seen  it  in  the  scar  of  a  strumous  ulcer  of  the  leg. 

Another  point  which  leads  to  error  is  the  papillomatous 
appearance  often  seen  on  removing  the  scabs.  This  resem¬ 
blance  is  so  close  that  one  of  the  first  cases  on  record, 
published  by  Beigel,  is  described  as  a  rare  form  of  multiple 
papilloma  in  an  infant.  The  resemblance  is,  however,  super¬ 
ficial  ;  only  in  long-standing  cases  like  the  text  case  is  there 
a  permanent  papillary  enlargement,  and  even  in  that,  it  only 
occurred  to  a  very  slight  extent  in  a  few  lesions.  Under 
suitable  treatment  these  serous  looking  plaques  are  com¬ 
pletely  absorbed,  without  even  a  scar  resulting,  but  a 
purplish  or  brownish  red  discolouration  is  left  for  some  time 
afterwards. 

The  distinctions  between  a  bromide  and  an  iodide  eruption 
are  not  very  sharply  drawn.  The  eruptions  are  on  the  same 
lines,  but  the  bromide  eruption  is  generally  more  pustular 
than  that  of  the  iodide,  which  often  has  a  vesicular  or 
bullous  commencement,  which  is  the  exception  in  bromide 
eruptions ;  but  the  disease  for  which  the  drug  was  prescribed 
would  give  a  clue,  and  in  the  case  of  a  child  it  would  be 
more  likely  to  be  taking  a  bromide  than  an  iodide. 

For  a  long  time,  from  the  clinical  resemblance  to  acne, 
it  was  accepted  as  a  fact  that  the  seat  of  the  disease  was  in 
the  sebaceous  glands ;  but  the  anatomical  researches  of 
Neumann,  S.  Mackenzie,  Colcott  Fox,  and  Gibbes,  although 
their  descriptions  are  not  without  minor  differences,  show, 
on  the  whole,  that  the  process  is  perivascular.  Although 
the  changes  may  be  very  marked  round  the  sebaceous  glands, 
hair  follicles,  sweat  ducts,  and  glands,  this  is  probably  only 
because  of  the  rich  vascularity  of  the  skin  appendages ;  and 
the  clinical  fact  of  the  selective  affinity  of  the  lesions  for  scar 
tissue  is  conclusive  proof  that  neither  the  presence  of  the 


sebaceous  glands  nor  any  other  of  the  appendages  of  the 
skin  are  essential  for  the  process,  and  that  at  the  most  they 
only  play  a  subordinate  part. 

The  proximate  cause  of  the  eruption  is  insufficient 
elimination  of  the  bromide  in  the  urine,  whether  due  to  defect 
in  the  kidney  or  to  the  quantity  of  the  drug  taken.  In 
infants  its  comparative  frequency  is  probably  due  to  the 
possession  of  feeble  eliminative  powers,  as  such  small  doses 
as  one  grain  three  times  a  day  are  sufficient  to  produce  the 
eruption  in  some  cases.  In  the  text  case,  where  four  grains 
three  times  a  day  were  given,  the  large  dose  probably  had 
at  least  as  much  influence  as  any  idiosyncrasy  on  the  part  of 
the  patient,  and  the  length  of  time  during  which  the  drug 
was  persevered  with,  will  go  far  to  explain  the  severity  of  the 
lesions.  It  must,  however,  be  borne  in  mind  that  the  eruption 
in  many  cases  does  not  make  its  appearance  for  some  days 
after  the  drug  has  been  stopped.  The  explanation  of  this  I 
take  to  be,  that  while  the  drug  is  being  administered  in 
sufficient,  but  not  excessive  doses,  it  exerts  a  diuretic  action 
sufficient  to  carry  off  the  bromine  by  the  urine,  but  when  the 
drug  is  stopped  the  kidney  activity  is  diminished,  and  the 
bromine  accumulates  in  the  cutaneous  vessels,  and  sets  up 
inflammation  of  the  vessel  walls,  or  at  all  events  damages 
them,  and  allows  transudation  of  the  corpuscles.  In  adults 
such  eruptions  are  very  rare,  except  when  very  large  doses 
are  given,  as  in  France,  where  150  to  200  grains  a  day  is  not 
an  unusual  quantity,  or  where  the  heart  or  kidneys  are 
diseased. 

The  treatment  is  easy  where  the  administration  of  the 
drug  can  be  stopped.  Then  for  an  adult  m.iij  to  m.v  of 
Fowler’s  solution,  given  with  m.xxx  of  tinctura  lupuli  in 
water,  three  times  a  day  after  food,  will  soon  produce  involu¬ 
tion  of  the  eruption,  which  may  be  expedited  by  compresses 
wetted  with  a  two  per  cent,  subacetate  of  lead  lotion  or 
salicylic  acid  gr.  i  to  the  3i  of  water. 

Arsenic  fortunately  possesses  a  prophylactic  action  also, 
which  is  very  important  in  epilepsy,  in  which  the  drug  has 
to  be  persevered  in  at  all  hazards.  As  a  rule,  two  or  three 
minim  doses  of  liq.  arsenicalis,  given  with  each  dose  of  the 
bromide,  is  sufficient  to  control,  if  it  does  not  quite  prevent, 
the  acneiform  pustules,  but  in  some  individuals,  or  where  the 
patient  requires  large  doses  of  the  bromides  to  control  the 
fits,  large  doses  of  arsenic  have  to  be  given.  It  is  best  to 
intermit  the  arsenic,  and  if  possible  the  bromide  also,  say 
two  days  a  week,  as  besides  its  other  possible  effects,  arsenic 
when  given  for  a  long  period  or  in  large  doses  may  lead  to 
deep  sepia-coloured  pigmentation,  beginning  round,  but  not 
in,  the  hair  follicles,  and  spreading  over  large  areas  {vide 
Plate  XXXVII). 
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IODIDE  OF  POTASSIUM  ERUPTION. 


J^RUPTIONS  due  to  the  ingestion  of  iodine  and  its  com¬ 
pounds  vary  considerably  in  the  appearance  and  character 
of  the  lesions,  and  may  be  pustular,  vesicular  or  bullous, 
erythematous,  urticarial,  purpuric  or  pseuclo-papillomatous. 

Isolated  pustular  lesions,  the  so-called  “  Iodide  acne,”  are 
common  and  well  known.  But  the  confluent  forms  are  rare, 
and  may  closely  resemble  the  confluent  bromide  eruption ; 
but  more  frequently  the  contents  of  confluent  iodide  eruptions 
are  clear,  and  appear  like  flattish  bullae  on  an  inflammatory 
red  base.  The  bullous  character  is  more  apparent  than  real, 
for  on  puncture  only  a  small  drop  of  serum  exudes,  the  lesion 
being  really  a  solid  one.  This  eruption,  unless  the  drug 
has  been  given  in  very  large  doses,  occurs  almost  always  in 
adults  in  whom  there  is  some  defect  in  elimination,  either 
from  renal  or  heart  disease,  or  a  combination  of  the  two, 
but  the  eruption  is  very  important  from  the  point  of  view 
of  diagnosis,  as,  if  it  is  not  recognised,  and  therefore  the 
cause  of  it  remains  unsuspected,  the  drug  may  be  per¬ 
severed  with,  and  the  lesions  may  increase  both  in  number 
and  severity,  and  a  fatal  result  ensue.  The  character  of  the 
rash  in  such  cases  may  change,  and  a  vesicular  or  bullous 
eruption  may  become  pustular,  or  the  lesions  may  become 
haemorrhagic,  or,  if  few  in  number,  take  on  a  papillomatous  or 
pseudo-papillomatous  development. 

In  all  such  cases,  therefore,  careful  investigation  should 
be  made  as  to  the  condition  of  the  kidneys  and  heart,  as, 
when  there  is  any  defect  in  these  directions,  quite  small  doses 
will  excite  an  eruption  ;  and  it  must  be  borne  in  mind  that 
it  is  very  likely  to  occur  some  days  after  the  drug  has  been 
stopped,  i.e.,  when  the  diuretic  effect  usually  produced  by 
iodides  has  ceased.  These  confluent  forms  are  the  only  dis¬ 
tinctive  iodide  eruptions,  and  their  diagnosis  can  be  made, 
as  it  was  in  the  case  to  be  narrated,  quite  independently  of 
the  history.  Their  rapid  evolution,  their  solid  character  in 
spite  of  their  bullous  appearance,  and  their  aggregation  into 
semi-confluent  patches  are  the  most  striking  features.  The 
pustular  forms  cannot  always  be  distinguished  with  certainty 
from  the  similar  bromide  eruption ;  but  this  is  of  small 
practical  import,  for,  if  the  diagnosis  were  known  to  rest 
between  bromides  and  iodides  as  the  etiological  factor, 
enquiry  into  the  antecedent  circumstances  would  generally 
settle  the  point,  and  in  any  case  the  line  of  treatment  would 
be  the  same. 

On  the  other  hand,  no  eruption  not  due  to  drugs  comes 
out  in  the  confluent  pustules  or  bullse  on  a  red  plateau, 
like  that  due  to  bromides  or  iodides.  All  the  other  forms  of 


eruption  from  iodides  are  not  distinctive  in  themselves,  and 
the  antecedent  circumstances  of  the  eruption  must  be  known. 
An  erythema  nodosum-like  eruption,  not  necessarily  in  the 
true  erythema  nodosum  positions,  is  sometimes  suggestive 
from  the  firmness  and  unusual  position  of  the  lesions. 

The  Plate  illustrates  a  well-marked  example  of  the  pseudo- 
bullous  type. 

The  patient  was  a  man,  set.  30,  a  painter  by  occupation, 
who  was  under  the  care  of  my  colleague,  Dr.  Frederick 
Roberts,  at  University  College  Hospital,  for  chronic  albumi¬ 
nuria,  which  was  considered  to  be  due  to  the  large,  white 
kidney.  When  I  saw  him  in  the  condition  depicted  in  the 
Plate  he  had  taken  five  grains  of  iodide  of  potassium  three 
times  a  day  for  four  days,  but  the  eruption  began  within 
twenty  -  four  hours  of  commencing  the  medicine,  and  had 
increased  considerably  each  day. 

The  general  aspect  of  the  eruption  was  that  of  flat  bill  he 
on  a  raised  base,  but  on  pricking  one  with  a  needle  only 
a  small  drop  of  clear  fluid  exuded,  and  the  lesion  remained 
firm,  tense,  and  unaltered  in  every  way,  and  was  undoubtedly 
solid.  The  discrete  lesions  were  distinctly  raised  about 
^th  of  an  inch  above  the  surface,  flatly  convex,  of  pearly 
translucent  appearance,  with  a  narrow,  red  areola.  Many 
were  confluent  into  large  plateaux  of  several  square  inches 
in  area,  but  the  component  elements  of  the  patch  were 
still  discernible.  The  man  goodnaturedly  allowed  me  to 
remove  a  medium  and  a  small  vesicle  which  were  close 
together,  and  microscopic  observation  showed  that  it  was 
a  solid  lesion,  mainly  due  to  copious  cell  exudation  pushing 
up  the  epidermis  as  a  whole,  though  no  doubt  there  was 
during  life  some  fluid  with  it.  It  has  been  a  disputed  point 
as  to  whether  the  lesions  were  situated  at  a  hair  follicle 
or  not.  This  specimen  showed  clearly  enough  that  a  hair 
follicle  was  the  centre  of  the  process  in  this  instance,  but 
that  this  position  is  not  an  essential  part  of  the  process  is 
proved  not  only  by  the  fact  of  its  occurrence  in,  but,  as  with 
bromide  eruptions,  its  predilection  for  scar  tissue. 

The  eruption  did  not  cease  developing  for  some  days 
after  the  drug  was  stopped,  but  gradually  underwent  involu¬ 
tion  without  leaving  any  scar. 

In  the  absence  of  renal  or  cardiac  disease,  ordinary 
iodide  as  well  as  bromide  eruptions  may  be  controlled, 
while  the  patient  is  taking  the  drug,  by  small  doses  of 
arsenic  being  combined  with  the  medicine,  and,  even  in 
severe  cases  like  the  present,  arsenic  appears  to  accelerate 
involution. 
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ARSENICAL  PIGMENTATION  AND  KERATOSIS. 


TT  is  a  matter  of  comparatively  recent  recognition,  that 
^  the  prolonged  ingestion  of  arsenic  leads  to  deep  pig¬ 
mentation  in  healthy  skin  and  thickening  of  the  horny 
layers  of  the  palms  and  soles. 

On  the  other  hand,  the  fact  is  quite  familiar,  that  in 
cases  of  psoriasis  which  have  been  long  treated  by  arsenic, 
a  sepia  coloured  pigmentation  is  often  left  on  the  site  of  the 
former  psoriasis  patches. 

General  arsenical  pigmentation  is,  however,  much  more 
frequent  in  patients  who  are  taking  the  drug  for  chronic 
nervous  affections,  such  as  epilepsy,  in  which  it  is  often 
given  to  control  or  prevent  the  bromide  of  potassium  eruptions  ; 
or  in  children  for  chorea,  many  children  exhibiting  a  peculiar 
tendency  to  pigmentation  even  when  the  arsenic  has  been 
given  for  but  a  short  time  in  moderate  doses. 

Figure  1  illustrates  the  early  stage,  in  which  the  hair 
follicles  are  free  from  the  stain,  and  stand  out  therefore 
prominently  in  contrast  with  the  deep  sepia  tint  of  the 
adjacent  skin.  It  is  a  patch  taken  from  the  abdomen  of 
a  boy  whose  history  is  given  with  Figure  3.  There  was 
deep  pigmentation,  exactly  like  the  Figure,  on  the  trunk 
in  front,  chiefly  below  the  nipples,  and  in  the  groins  and 
axillae.  The  pigmentation  was  slight  on  the  chest  and 
neck,  and  the  arms  were  scarcely  affected,  except  at  the 
axillae.  On  the  back,  the  discolouration  was  least  between 
the  shoulders,  on  the  loins  and  buttocks,  but  was  very  deep 
below  the  gluteal  fold.  Here,  about  the  hips  and  on  the 
abdomen,  the  colour  was  deepest,  and  there  was  a  slight 
tendency  to  desquamation.  On  the  thighs,  the  pigmentation 
gradually  faded  to  the  knees,  where  it  ceased  entirely. 

Figure  2  shows  a  more  advanced  stage,  in  which  the 
follicles  are  now  involved  and  the  whole  surface  of  the 
trunk  more  uniformly  pigmented,  though  the  follicles  are 
still  somewhat  paler  than  the  rest.  In  this  case,  the  drug 
was  given,  not  by  myself,  for  a  constantly  recurring  and 
peculiar  form  of  vesicular  erythema  in  a  boy  of  six.  These 
attacks  were  certainly  controlled  by  ai'senic,  to  which  how¬ 
ever  he  was  very  sensitive,  and  the  dose  was  therefore  usually 
small  at  first  and  gradually  increased.  This  plan  was 
unfortunately  not  adopted  on  this  occasion,  when  I  was 
away  for  my  holiday.  The  first  dose  was  m.  v.,  given  three 
times  a  day,  and  subsequently  increased  to  m.  vij.,  and  in 
less  than  three  weeks  the  pigmentation  developed  to  the  degree 
depicted  in  this  Figure. 

Arsenical  pigmentation  tends  to  fade  very  gradually  when 
the  drug  is  stopped,  but  when  the  administration  has  been 
very  prolonged  much  of  the  discolouration  may  be  permanent. 
There  can  be  but  little  doubt  that  it  is  due  to  the  actual 
deposition  of  the  metal  in  the  tissues,  and  that  this,  as 
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already  pointed  out,  occurs  more  readily  where  there  have 
been  inflammatory  changes,  as  on  the  site  of  psoriasis 
patches,  than  in  healthy  epidermis. 

In  addition  to  the  discolouration  just  described,  arsenic 
excites  an  overgrowth  of  the  horny  layers  of  the  skin,  but 
only  in,  or  at  all  events  only  conspicuously  and  recognisably 
in,  certain  regions,  such  as  the  elbows,  back  of  the  hands 
and  fingers,  especially  over  the  joints  and  between  the 
fingers  in  one  form,  and  in  another  form  on  the  palms 
and  soles. 

The  first  form  is  represented  in  Figure  3. 

The  patient,  George  T.,  set.  8  years,  was  attending  as  an 
out-patient  at  University  College  Hospital  for  chorea,  first 
in  the  summer  of  1888,  and  afterwards  for  a  second  attack 
in  August  1889.  Fowler’s  solution  was  prescribed  in  five 
minim  doses  three  times  a  day,  and  he  took,  therefore,  in 
the  first  week  105  minims.  This  was  increased  .to  210  minims 
in  the  course  of  the  second  week,  but  in  the  third  reduced 
again  to  105  minims  per  week.  This  quantity  he  took  for 
thirteen  weeks,  amounting  altogether  to  three  ounces  of 
Fowler’s  solution,  or  thirteen  grains  of  arsenious  acid. 

He  first  came  under  my  notice  on  November  2nd,  1889. 
At  this  time,  the  condition  was  most  marked  on  the  right 
hand,  as  depicted  in  the  Plate,  there  being  only  a  few 
papules  on  the  back  and  a  thickened  condition  of  the 
epidermis  of  the  palm  of  the  left  hand. 

Between  the  fingers  of  the  right  hand,  the  skin  was  dry, 
horny,  and  cracked,  but  only  the  posterior  half  of  the  web 
was  affected,  so  that  it  presented  a  white  powdery  aspect. 
The  papules  were  pale  red,  convex,  but  not  scaly,  scattered 
sparsely  over  the  back  of  the  hand,  but  closely  aggregated 
at  the  ulnar  border  of  the  wrist,  the  radial  side  being  nearly 
free,  and  there  were  some  on  the  flexor  side  of  the  wrist. 
There  was  a  slight  tendency  to  aggregation  near  the 
knuckles,  and  there  were  a  few  scattered  papules  on  the 
back  of  the  fingers,  as  far  as  the  interphalangeal  joint. 
The  palmar  epidermis  was  thickened  uniformly  like  a  Tylosis 
palmee  (see  Plate  XLIV.),  but  there  were  no  corn-like 
formations  round  the  sweat  orifices.  There  was  no  thickening 
at  the  elbows,  which  often  present  a  patch  of  scaliness  at 
the  tip  which  suggests  psoriasis,  but  the  patch  lacks  the 
bright  red  inflammatory  base  and  the  silveriness  of  the  scales 
typical  of  that  affection. 

Figure  4  represents  Arsenical  Keratosis  as  it  affects  the 
sole. 

The  patient,  Miss  F.,  set.  20  years,  was  sent  to  me  by 
my  friend  Mr.  Gilbert  Smith  of  Birmingham.  She  had 
suffered  from  psoriasis  for  sixteen  years,  but  the  condition 
of  the  hands  and  feet,  for  which  she  was  sent  to  me,  had 


been  coming  on  gradually  for  eight  years.  She  had  been 
under  Mr.  Gilbert  Smith’s  care  for  nearly  four  years,  but 
was  known  to  have  been  taking  arsenic  for  at  least  five  and 
a-half  years  before  that. 

In  the  portions  of  the  soles  subjected  to  pressure  when 
standing,  there  were  thickly  disseminated  horny  granules 
slightly  depressed  below  the  surrounding  surface.  There 
was  also  a  moderate  amount  of  diffuse  thickening  all  over 
the  same  area,  but  it  existed  in  a  high  degree  over  the 
under  surface  of  the  great  toe  and  on  the  ball  of  the  foot. 
The  condition  gave  her  no  pain. 

On  the  palms  the  appearance  was  somewhat  different,  and 
although  the  thickening  was  more  extensive  it  was  more 
difficult  to  render  in  a  Plate,  and  so  the  sole  only  was 
selected.  Both  the  right  hand  and  the  right  foot  were  worse 
than  the  left. 

The  whole  palmar  surface  was  affected,  but  there  was 
no  extension  to  the  wrist.  The  condition  was  due  to  very 
fine  nodular  thickening  of  the  horny  layer  at  and  round 
the  sweat  orifices,  the  intervening  portion  being  less  affected. 


The  nature  of  the  lesion  could  be  best  recognised  by 
examining  the  part  with  a  lens  and  viewing  it  obliquely. 
The  unevenness  of  the  surface  was  also  perceptible  to  the 
touch.  A  more  advanced  stage,  in  which  the  thickening  was 
uniform,  very  great,  and  associated  with  extreme  hyperidrosis, 
is  illustrated  in  Plate  XLIV.  The  woman  had  taken  a  large 
quantity  of  arsenic  for  a  bullous  eruption,  and  this  probably 
produced  both  the  hyperidrosis  and  the  tylosis. 

Treatment. — When  the  morbid  change  has  been  going  on 
for  so  many  years  the  prognosis  is  bad,  treatment  being 
only  rarely  successful. 

The  cessation  of  the  administration  of  the  arsenic  is 
essential.  Then  the  strongest  form  of  Unna’s  salicylic  acid 
plaster  should  be  closely  applied  and  renewed  when  it  ceases 
to  adhere  closely ;  in  a  few  days,  the  horny  layer  will  look 
white  and  sodden,  and  most  or  all  of  it  can  then  be  peeled 
off.  In  recent  cases,  it  may  not  be  renewed,  but  in  all 
long-standing  examples,  it  is  much  more  likely  to  recur. 


PLATE  XXXVII 


ARSENICAL  PIGMENTATION,  &c. 
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ARGYRIA  AND  CHRYSAROBIN  ERYTHEMA. 


mHIS  Plate  portrays  two  forms  of  discolouration  produced  by 
drugs,  the  first  from  internal  administration,  the  other 
from  the  external  application  of  a  medicament. 

Figure  1  is  a  picture  of  Argyria  or  nitrate  of  silver  staining. 

While  there  is  no  doubt  as  to  the  man  being  of  the  colour 
characteristic  of  nitrate  of  silver  administration  there  is  some 
little  mystery  as  to  how  and  when  the  salt  was  absorbed,  and 
if  his  history  is  Correct,  it  is  still  more  difficult  to  explain  why 
the  appearance  of  the  discolouration  was  so  long  delayed. 

It  must  be  borne  in  mind  that  while  Argyria  is  usually 
oidy  produced  after  the  silver  salt  has  been  taken  internally 
for  a  considerable  period  (according  to  Krahmer  the  smallest 
quantity  that  has  induced  it  is  450  grains),  it  may  also  be  pro¬ 
duced  by  the  topical  application  of  a  solution  to  a  mucous 
membrane,  such  as  that  of  the  throat,  and  that  too  probably 
with  a  far  less  quantity  than  that  stated  by  Krahmer,  possibly 
because  when  ingested,  much  of  the  salt  is  decomposed  and  un¬ 
absorbed.  When  once  it  has  commenced  nothing  can  stop  its 
further  development,  nor  is  any  subsequent  treatment  of  any 
avail.  It  is  general  in  its  distribution,  involves  the  visible 
mucous  membranes,  and  is  most  marked  in  those  parts  ex¬ 
posed  to  light,  such  as  the  face  and  hands. 

The  following  is  the  account  of  the  case  : — Edwin  W.,  set 
fifty,  a  wine  porter  at  the  docks,  was  brought  to  me  by  Mr. 
Cursham  Corner  in  July  1885.  He  stated  that  he  had  been 
changing  colour  for  two  or  three  years.  That,  as  a  whole,  it 
was  gradually  increasing  in  depth,  but  that  it  varied  in  intensity, 
as  it  was  much  paler  on  some  days  than  others.  His  hair  also, 
he  said,  varied  from  iron  grey,  as  I  saw  it,  to  “  white  as  silver,” 
the  change  sometimes  occurring  in  the  course  of  a  day.  The 
discolouration,  which  was  of  a  bluish  grey  or  slate  colour, 
was  most  marked  on  the  face,  behind  the  ears,  and  on  the 
back  of  the  hands,  but  it  was  not  so  deep  as  on  the  face.  The 
whole  trunk  also,  was  of  a  pale  dusky  hue,  while  the  arms, 
legs,  and  thighs  were  very  slightly,  if  at  all,  affected.  There 
was  no  intensification  at  the  umbilicus,  axillae,  or  other 
parts  most  affected  in  ordinary  pigmentation.  The  ocular 
conjunctiva  was  unaffected,  but  the  palpebral  portion  had  a 
livid  tint ;  the  inside  of  the  lips  was  very  dark,  but  the 
dorsum  of  the  tongue  presented  the  white  patches  so  common 
in  heavy  smokers,  occupying  almost  the  whole  upper  surface, 
especially  marked  in  the  middle,  but  the  under  surface  and 
sides  were  dark.  The  patient  was  seen  again  in  December 
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1889,  when  the  portrait  was  taken,  and  the  hue  on  the  face 
had  deepened,  and  there  was  recognisable  pigmentation  on 
the  upper  arms  and  on  the  back  and  front  of  the  upper  half 
of  the  thighs,  but  not  on  the  limbs  below  these  limits.  The 
dusky  hue  of  the  trunk  was  perhaps  a  little  deeper.  The 
patient’s  general  health  had  been  good,  with  the  exception 
of  having  had  syphilis  twenty -five  years  previously.  He 
could  do  his  work  well  at  the  docks,  had  a  good  appetite, 
and  did  not  feel  weak  or  ill  in  any  way.  The  heart  showed 
nothing  abnormal,  with  the  exception  of  reduplication  of  the 
first  sound  at  the  apex.  There  was  no  albumen  or  sugar 
in  the  urine,  and  although  working  in  the  wine  docks  he  was 
not  an  intemperate  man. 

He  had  been  exclusively  under  the  care  of  Mr.  Cursham 
Corner’s  father,  who  had  been  his  club  doctor  for  twenty 
years,  and  during  that  time  he  had  never  taken  nitrate  of 
silver  or  had  it  used  as  a  topical  application.  Subsequently, 
however,  it  was  elicited  that  at  least  thirty  years  before  the 
discolouration  of  the  skin  was  noticed,  he  had  used  for  a 
whole  year  continuously  a  gargle  which  he  was  told  contained 
nitrate  of  silver.  The  man  was  positive  that  the  discolouration 
had  not  lasted  for  more  than  about  three  years  before  I  first 
saw  him,  when  his  employer  first  observed  it,  for,  said  he,  “  I 
married  a  young  second  wife  about  a  year  before  that,  and  if 
I  had  been  blue  then  she  would  not  have  married  me.” 

It  is  obvious  that  the  case  presents  many  difficulties. 
There  are  three  alternatives:  1.  That  the  man  had  absorbed  the 
silver  salt  in  some  untraced  manner  a  short  time  before  the 
pigmentation  came  on ;  2.  That  the  absorption  took  place 
thirty  years  previously  to  the  appearance  of  the  pigmentation ; 
3.  That  the  pigmentation  was  due  to  some  other  unknown 
cause  which  exactly  imitates  Argyria. 

All  of  these  alternatives  present  difficulties,  but  on  the 
whole  the  second  offers  the  least,  and  I  am  therefore  inclined 
to  accept  it.  The  only  drug  which  produces  anything  like 
the  tint  of  Argyria  is  the  cyanotic  appearance  produced  by 
taking  large  or  long  continued  doses  of  antifebrine,  but  the 
cyanotic  tint  soon  dies  away,  when  the  drug  is  stopped, 
and  is  probably  due  to  a  discolouration  of  the  blood.  I 
cannot  therefore  see  any  other  way  of  accounting  for  the 
discolouration  except  that  of  the  absorption  of  nitrate  of 
silver.  Dr.  Mitchell  Bruce  records  a  similar  case  in  the 
International  Atlas  of  Rare  Diseases  of  the  Skin,  in  which  the 
cause  of  the  discolouration  could  not  be  traced. 


CHRYSAROBIN  ERYTHEMA.  Figure  2. 


The  application  of  chrysarobin  to  the  skin  in  the  treatment 
of  psoriasis  or  ringworm  is  liable  to  be  followed  by  an  erythema, 
attended  with  great  heat  and  swelling,  which  may  and  has  been 
mistaken  for  erysipelas,  when  the  face  has  been  attacked  after 
the  ointment  has  been  rubbed  into  the  scalp.  An  important 
point  to  remember  is,  that  the  erythema,  when  once  it  has 
started,  extends  for  a  considerable  distance  beyond  the  part  to 
which  the  drug  was  applied,  and  when  the  face  is  involved 
considerable  conjunctivitis  is  often  excited.  If  the  part  is 
washed  with  soap  a  purplish  tint  is  produced  by  the  alkali  acting 
on  the  chrysarobin,  which  is  turned  of  a  purplish  brown  hue. 

That  the  inflammation  and  dark  red  colour  it  excites  is  due 


partly  to  absorption  of  the  drug  is  proved  by  the  dirty 
brown  desquamation  which  ensues  after  the  inflammation  has 
subsided. 

In  the  case  represented,  the  patient,  a  young  woman,  had 
been  under  treatment  for  psoriasis,  and  a  paint  of  chrysarobin 
3ii.,  gutta  percha  3i.,  and  chloroform  3ix.  was  employed.  The 
psoriasis  was  removed,  the  white  patches  marking  the  site  of 
the  previous  psoriasis  patches — a  phenomenon  generally  ob¬ 
served  as  the  result  of  this  treatment — and  the  erythema  which 
was  attended  with  much  burning  and  irritation,  subsided  in  a 
week  under  the  application  of  calamine  liniment  on  lint.  The 
usual  dirty  brown  desquamation  ensued. 


PLATE  XXXVIII 
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VACCINATION  ERUPTIONS. 


mHE  eruptions  which  may  possibly  follow  or  accompany 
■*“  vaccination  are  tolerably  numerous,  though,  if  the 
frequency  of  their  occurrence  be  reckoned  in  relation  to  the 
number  of  children  vaccinated,  the  ratio  will  be  found  to  be 
very  small.  Practically  they  may  be  divided  into  unavoidable 
and  avoidable  eruptions ;  those  which  are  unavoidable  are 
such  as  may  occur  when  pure  vaccine  has  been  inoculated 
with  all  the  proper  precaution.  They  include  the  multi¬ 
plication  of  the  vaccine  lesion  itself,  either  from  the  secondary 
inoculation  of  the  vaccine  soon  after  the  first  development  of 
the  vesicle,  or  from  a  generalisation  of  the  eruption  which 
usually  occurs  on  the  eighth  or  ninth  day ;  both  these  events, 
however,  are  extremely  rare.  Then  there  are  the  eruptions 
which  develop  within  the  first  three  days  after  the  inoculation 
and  before  the  formation  of  the  vesicles,  and  include  urticaria 
and  erythema  multiforme,  and  some  vesicular  and  bullous 
eruptions ;  these,  too,  are  very  exceptional.  Lastly,  there 
are  eruptions  which  follow  the  development  of  the  vesicles, 
and  are  due  to  the  absorption  of  the  virus,  and  take  the  form 
of  morbilliform,  scarlatiniform  and  diffuse  erythema,  erythema 
multiforme,  vaccine  lichen,  and  purpura,  and  the  generalised 
vaccinia  already  mentioned.  With  the  exception  of  the  last 
they  are  the  most  common  forms  of  unavoidable  vaccine 
eruptions,  unavoidable  because  they  are  dependent  upon  some 
peculiarity  of  the  child  vaccinated,  and  not  upon  the  quality 
of  the  vaccine  itself ;  this  is  shown  by  the  fact  that  the 
patient  is  generally  the  only  one  of  the  batch  of  children 
vaccinated  from  the  same  virus.  Two  forms  of  these  eruptions 
are  illustrated, — one  in  Figures  2  and  3  of  the  present  Plate, 
illustrating  vaccine  lichen,  and  the  other  of  erythema 
papulatum  in  Figure  2  of  Plate  XLI.  The  avoidable  eruptions 
are  such  as  may  be  prevented  by  scrupulous  care  on  the 
part  of  the  operator  as  regards  the  cleanliness  of  the  patient’s 
skin,  of  his  instruments,  or  in  the  selection  of  the  vaccinifer, 
and  the  mode  of  taking  the  vaccine  from  the  vesicle.  These 
eruptions  are  due  to  the  vaccine  plus  some  other  virus,  the 
latter  being  introduced  either  at  the  time  of  the  vaccination 
or  after  the  development  of  the  vesicles — usually  in  the  second 
week.  The  first  class  are  obviously  connected  with  the 
operation  itself,  and  are  usually  due  to  want  of  care  on  the 
part  of  the  operator,  and  nowadays  scarcely  ever  occur.  They 
include  inoculation  of  pus  cocci,  or  of  such  constitutional 
diseases  as  syphilis,  leprosy,  and  tuberculosis.  Those  which 
form  after  the  eighth  day  are  erysipelas,  cellulitis,  impetigo 
contagiosa,  furunculosis,  gangrene,  either  local  or  dissemi¬ 
nated,  and  pyaemia.  For  these  the  doctor  can  rarely  be  held 
responsible,  as  they  are  usually  due  to  want  of  care  on  the  part 
of  the  mother  in  protecting  the  arm,  or  where  not  due  to 
neglect  on  her  part,  might  be  avoided  by  covering  the  vaccine 
vesicles  before  they  rupture  with  alembroth  wool  or  similar 
antiseptic  protective.  Of  these  the  most  common  is  impetigo 
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contagiosa,  which  is  represented  in  Figure  1  of  the  present 
Plate,  when  the  fluid  exudation  had  dried  up  into  scabs. 
The  disseminated  gangrene,  which  in  rare  instances  develops 
after  vaccination,  is  precisely  similar  to  the  dermatitis 
gangrenosa  infantum,  represented  in  Figure  1  of  Plate  XLI. 
and  Plate  XLI I. 

Figure  1,  as  before  said,  represents  Impetigo  contagiosa 
from  vaccination.  The  patient,  Emma  C.,  aged  four  months, 
was  brought  to  University  College  Hospital  in  November 
1891.  She  had  been  vaccinated  six  weeks  previously ;  the 
vaccination  scab  had  got  rubbed  off,  and  a  vesiculo-pustular 
eruption  had  followed  soon  afterwards,  and  had  dried  up  into 
the  scabs  depicted  in  the  plate.  This  eruption  had  been  out 
two  weeks  altogether  when  she  was  brought  to  the  Hospital. 
The  scabs  were  bathed  with  hot  water  until  they  could  be 
picked  off,  and  an  ammoniated  mercury  ointment,  15  grains 
to  the  ounce,  was  frequently  applied,  and  the  sores  healed 
soundly  in  about  ten  days.  Of  course  it  should  be  understood 
that  impetigo  contagiosa  following  vaccination  has  no  relation¬ 
ship  to  the  vaccination  itself,  except  that  when,  as  in  the 
present  case,  the  scab  was  rubbed  off  or  the  cutis  becomes 
exposed  from  this  or  any  other  cause,  it  affords  a  door  of 
entrance  for  the  staphylococcus  pyogenes  aureus,  which  seems 
to  be  ever  present  in  the  atmosphere. 

Figures  2  and  3  represent  the  so-called  vaccine  lichen, 
which  is  the  most  common  of  the  unavoidable  eruptions.  It 
may  occur  either  as  papules,  as  in  the  present  case,  as  papulo¬ 
vesicles,  small  pustules,  and  in  rare  instances  may  be 
associated  with  bull®.  The  one  selected  for  illustration  is 
one  of  the  most  common  forms  of  it. 

The  patient,  James  K.,  aged  10  months,  was  brought  to 
University  College  Hospital  on  July  16th,  1892.  The  child 
had  been  vaccinated  from  the  calf  ten  days  previously,  and 
the  eruption  had  first  appeared  on  the  ninth  day.  It  con¬ 
sisted  of  a  very  fine  papular  rash,  with  some  attempt  at 
grouping  round  the  follicles.  The  papules  were  very  slightly 
raised  above  the  surface,  were  not  acuminate,  were  of  a  bright 
red  colour,  and  on  the  arms  and  legs  where  the  eruption  was 
most  abundant,  they  had  in  many  places  coalesced  into  small, 
irregular,  very  slightly  raised  patches.  There  was  very  little 
of  the  eruption  on  the  trunk  in  front,  but  there  was  more 
on  the  back  where  the  rings  of  papules  were  most  marked. 
The  five  vaccine  lesions  presented  nothing  abnormal,  except 
that  the  inflammatory  areola  round  them  was  very  intense, 
and  extended  over  an  area  3  inches  in  diameter.  The  child 
was  well  nourished,  and  appeared  to  be  perfectly  well. 
Calamine  lotion  was  freely  painted  on  over  the  eruption,  and 
some  rhubarb  and  soda  powders  were  given  every  other  night, 
and  in  ten  days  the  rash  had  completely  faded. 


Figure  4  represents  a  somewhat  peculiar  eruption  after 
animal  vaccination.  The  patient,  Theresa  W.,  aged  6  months, 
was  brought  to  the  East  London  Hospital  for  Children  on 
March  10th,  1890.  She  was  vaccinated  from  the  calf,  when 
six  weeks  old,  in  three  places,  which  never  healed  but 
coalesced  into  one  open  sore,  which  discharged  and  was  still 
exuding  when  brought  to  the  Hospital.  When  seen  by  me 
on  March  14th,  it  formed  a  patch  an  inch  and  a  half  in  its 
vertical  by  an  inch  and  three-quarters  in  its  transverse 
diameter.  It  was  sharply  defined  and  slightly  oozing  at  the 
edge,  with  dry,  dirty-looking  scales  in  the  centre,  slightly 
crusted  near  the  periphery,  presenting  somewhat  the  aspect 
of  an  eczema,  but  with  sharply  defined  borders.  Three  weeks 
after  the  vaccination  crops  of  papules  and  vesicles  began  to 
appear,  covering  nearly  the  whole  body  surface.  These  had 


coalesced  into  patches  on  the  scalp,  but  had  remained  discrete 
over  the  rest  of  the  body.  When  brought  to  the  Hospital 
there  were  only  a  few  scattered  papules  of  this  character, 
together  with  the  flat  vesiculo-pustules  shown  in  the  drawing, 
situated  chiefly  on  the  scalp  and  on  the  vaccinated  arm. 
The  child  was  pale  but  well  nourished,  and  though  not  a 
vigorously  strong  child,  was  in  fairly  good  health.  The 
patient  was  the  fourth  child ;  the  first  died  of  abscesses  in 
the  second  week ;  the  second  child  was  always  delicate,  but 
the  mother  remembers  nothing  special  about  it ;  the  third 
was  quite  healthy,  and  the  mother  and  father  were  in  strong 
and  good  health.  The  disease  was  probably  due  to  microbic 
infection  at  the  site  of  the  vaccination  lesions,  and  the 
child  got  slowly  well  under  carefully  applied  antiseptic 
applications. 


PLATE  XXXIX. 


VACCINATION  ERUPTIONS 
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GANGRENE  OF  FOOT  FROM  COLD. 


SYMMETRICAL  GANGRENE  of  the  extremities,  as  first 
described  by  Raynaud,  is  a  dry  form  in  which  there  is  a 
local  arterial  ischaemia  at  the  periphery  of  the  circulation, 
which  is  followed  by  asphyxia,  and,  in  extreme  cases,  complete 
death  of  the  part ;  exposure  to  cold  is  most  frequently  an 
exciting  cause  in  it  also,  but  in  the  case  of  gangrene  produced 
by  cold,  analogous  to  frostbite,  we  have  the  moist  form  of  the 
disease,  as  exhibited  in  the  following  case : — 

The  patient  was  a  man,  aged  40,  who,  when  I  saw  him, 
was  an  in-patient  of  the  Whitechapel  Infirmary,  under  Dr. 
Lardner,  to  whom  I  am  indebted  for  permission  to  have  the 
drawing  taken.  The  patient  had  lost  his  left  big  toe  four 
months  previously,  from  an  injury,  and  was  in  very  poor  cir¬ 
cumstances.  On  March  3rd,  1890,  on  which  day  the  weather 
was  bitterly  cold  and  wet,  he  was  out  all  day  in  the  streets 
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looking  for  work,  with  very  little  food ;  on  March  4th  he  was 
admitted  to  the  infirmary  feeling  no  pain,  but  both  feet  were 
oedematous,  and  had  bullae  on  the  dorsum  ;  they  were  of  a 
dusky  hue,  and  quite  cold  on  the  dark  portion,  while  the  skin 
above  was  hotter  than  normal ;  his  general  temperature  was 
101.8°  F.  When  I  saw  him  two  days  later  the  gangrene 
extended  symmetrically  to  just  above. the  ankle  on  both  feet, 
with  some  bullae  filled  with  black  serum,  chiefly  on  the  dorsum 
surface.  He  had  no  pain,  and  he  died  in  a  short  time  from 
absorption  of  the  decomposing  fluids  of  the  gangrenous  limbs. 
There  was  no  history  of  previous  attacks  of  asphyxia  of  the 
extremities,  and,  with  the  exception  of  his  extreme  poverty  and 
of  his  being  poorly  nourished,  he  had  no  organic  defect  of 
health. 
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GANGRENE  OF  FOOT  FROM  COLD. 
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GANGRENE  ET  YA  COIN IDE. 


jjERMATITIS  GANGRENOSA  INFANTUM  has  been 
described  under  various  names,  such  as,  Varicella 
Gangraenosa,  Pemphigus  Gangraenosus,  Rupia  Escharotica, 
Ecthyma  Terebrant. 

Although  Varicella  is  its  most  common  antecedent,  of 
which  an  example  is  given  in  Plate  XLII.,  it  is  by  no  means 
the  only  cause  of  multiple  gangrene  in  infantile  life,  and  any 
pustular  eruption  at  this  period,  may,  under  certain  circum¬ 
stances,  of  the  exact  character  of  which  we  are  ignorant, 
become  the  starting  points  of  gangrenous  lesions.  One  of  the 
circumstances  which  probably  favour  this  serious  complication 
is  the  presence  of  a  febrile  condition.  Tuberculosis,  Rickets, 
and  Syphilis  have  also  in  certain  cases  appeared  to  be  favour¬ 
ing  conditions.  No  doubt  some  micro-organism  is  the  actual 
pathogenic  agent,  and  there  is  reason  to  believe  that  the 
bacillus  pyocyaneus  is  the  special  germ  which  produces  the 
lesions. 

The  case  shown  in  Figure  1  was  that  of  Ellen  A.  B.,  cet.  1. 
She  was  first  brought  to  University  College  Hospital  as  an  out¬ 
patient  on  July  7th,  1886. 

The  family  history  was  good  except  that  one  maternal 
aunt  died  of  phthisis,  ascribed  to  hard  work  at  the  wash- 
tub,  but  the  child  was  suffering  from  well-marked  rickets, 
sweated  profusely,  and  had  some  bronchitis.  Three  weeks 
previously,  an  eruption  had  commenced  on  the  neck  and 
spread  all  over  the  body,  and  when  seen,  every  part  except 
the  face,  hands,  and  feet  was  more  or  less  covered,  most 
thickly  on  the  chest,  scapula  and  forearms,  with  red  papules, 
from  a  pin's  head  to  a  hemp  seed  in  size,  most  of  them  flat, 
angular  and  shining,  but  some,  chiefly  on  the  thighs  near 
the  knees,  were  round  and  convex.  On  the  largest  and 
deepest  coloured  of  these  last  was  a  minute  pustular  centre. 
There  was  very  little,  if  any,  itching.  The  child  was  shown 
to  the  Dermatological  Society  on  July  14th  as  a  case  of 
lichen  planus  infantum  with  miliaria  rubra  on  the  thighs, 
and  the  diagnosis  was  not  disputed. 

It  was  in  these  miliaria  vesiculo-papules  near  the  knees, 
that  the  more  serious  lesions  commenced  on  July  16th  and  17th. 
At  the  same  time  some  more  mattery  heads  appeared  upon  the 
buttocks,  which  broke  and  became  sores  by  the  18th.  She 
was  brought  again  to  the  Hospital  on  the  21st.  There  were 
then  many  small  ulcers  on  the  buttock  and  lower  part  of  the 
abdomen,  two  on  the  forearm,  one  about  one-third  of  an  inch 
in  diameter  in  front  of  the  thigh  (the  first  to  be  formed),  and 
two  above  the  knee  on  the  left  side. 

The  child  was  taken  into  the  Hospital  on  July  24th.  She 
was  fairly  well  nourished,  but  had  a  good  deal  of  bronchitis, 
nearly  all  over  her  chest. 

Distribution. — The  lichen  papules  on  the  upper  part  of 
the  body  had  not  entirely  gone.  There  was  nothing  on 

the  front  of  the  scalp,  but  on  the  left  side,  on  a  level  with 
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the  ear,  were  some  small  superficial  excoriations  covered 
with  crusts,  and  a  few  also  on  the  right  side.  There  was 
also  an  irregular  group  of  ulcers,  from  one-eiglitli  to  three- 
quarters  of  an  inch  in  diameter,  scattered  irregularly  over 
the  back  of  the  head  in  the  left  mastoid  region  and  immediate 
neighbourhood,  and  a  few  also  on  the  occipital  region. 

On  the  right  side  of  the  face  were  about  half  a  dozen 
superficial  ulcers  about  one-eighth  of  an  inch  across.  On 
the  right  arm  were  six  or  eight  crusted  excoriations,  scattered 
irregularly  over  both  surfaces.  All  but  two  were  quite  super¬ 
ficial  sores ;  of  these,  one  was  a  pustule  one-sixteenth  of  an 
inch  across,  with  red  areola,  and  the  other  a  lesion  with  a  dark 
central  crust  one-eighth  of  an  inch  across,  slightly  depressed 
below  the  surface,  also  with  a  red  areola.  On  the  left  arm 
were  two  deep  ulcers,  two-thirds  of  an  inch  in  diameter  on  the 
flexor  aspect,  and  two  about  a  quarter  of  an  inch  in  diameter. 
On  the  wrist,  there  were  two  smaller  ones,  one  on  the  upper 
arm,  three  on  the  outer  surface,  and  two  superficial  on  the 
elbow  tip  ;  the  arms  were  free. 

There  were  a  few  superficial  sores  on  the  chest  and  on  the 
right  clavicle,  and  on  the  lower  ribs  on  the  left  side,  was  an 
irregular  group  of  five,  not  very  deep,  and  from  an  eighth  to 
a  quarter  of  an  inch  in  diameter.  All  these  were  covered  with 
a  reddish-brown  scab,  sunk  below  the  surface,  and  one  of  them 
had  a  pustular  margin  and  resembled  a  vaccine  vesicle. 
Immediately  below  the  ribs,  was  a  flat  pustule  a  quarter  of  an 
inch  across,  with  a  narrow  red  areola.  On  the  abdomen,  only 
three  or  four  lesions  were  present  above  the  umbilicus,  but 
there  were  a  large  number  scattered  below  it,  most  of  them 
scabbed,  and  some  with  pustular  margins,  but  the  scabs  were 
simply  dried  secretion.  There  were  also  a.  few  pustules  from 
a  pin’s  head  to  a  hemp  seed  in  size,  some  flat,  some  convex, 
and  on  the  right  flank  was  an  excavated  ulcer  three-quarters 
of  an  inch  across.  On  the  anterior  surface  of  the  thighs  were 
a  few  small  lesions  on  the  upper  part,  but  on  the  left  near  the 
knee  were  two  sharp-cut  ulcers  half  an  inch  across  and  a 
quarter  of  an  inch  deep  in  the  centre.  On  the  right  thigh, 
rather  higher  up,  was  a  somewhat  larger  and  deeper  ulcer,  and 
a  smaller  one  near  it.  On  the  outer  side  of  the  thighs  the 
ulcers  were  very  deep  and  numerous,  thickly  aggregated  in 
the  upper  two-thirds,  and  varying  from  an  eighth  to  three- 
quarters  of  an  inch  in  diameter. 

They  were  less  numerous  on  the  left  than  on  the  right 
side  ;  the  left  leg  below  the  knee  was  free,  but  the  right  had 
two  on  the  front  of  the  knee  and  about  half  a  dozen  lower 
down.  On  the  back,  were  a  few  comparatively  superficial  and 
small  lesions  at  the  neck,  and  over  the  scapulae,  and  three  or 
four  in  other  parts  scattered  irregularly.  There  were  two  large 
deep  ulcers  on  the  loins,  but  the  greater  number  were  on  the 
buttocks  and  upper  two-thirds  of  the  thighs,  especially  the 
right.  On  the  buttocks,  they  were  so  thickly  placed  that  they 


coalesced  in  one  place  on  the  left  buttock  into  an  ulcer  an  inch 
and  a  half  long,  and  half  an  inch  wide,  the  edges  were  sharply 
cut,  sinuous  and  undermined,  and  the  base  deep  and  irregular. 
These  ulcers,  having  been  kept  moist  with  the  napkin,  were 
not  covered  with  scabs,  but  none  of  these  were  granulating, 
and  there  were  more  on  the  left  than  the  right  buttock,  but 
the  deepest  were  on  the  right  side.  The  anus  and  its  imme¬ 
diate  neighbourhood  were  quite  free.  With  the  exception  of 
two  ulcers  just  below  the  left  calf,  the  back  of  the  left  leg  was 
free  from  the  upper  third  of  the  thigh  downwards,  while  they 
were  sparsely  scattered  all  over  the  right  leg  and  thigh.  The 
palms  and  soles  were  free. 

Observation  showed  that  the  lesions  were  produced  in  the 
following  way  : — A  pustule  about  a  sixteenth  of  an  inch  formed 
with  red  areola,  enlarged  to  an  eighth  of  an  inch,  then  dried 
into  a  scab,  surrounded  by  a  ring  of  pus  ;  ulceration  proceeded 
laterally  and  vertically  below  the  scab  to  a  varying  extent,  and 
a  slough  was  formed,  the  centre  becoming  quite  black.  When 
this  slough  was  thrown  off,  it  left  a  sharply-cut  roundish  or 
oval  ulcer  with  slightly  irregular  margins,  sometimes  under¬ 
mined,  sometimes  going  abruptly  down  to  the  deepest  part  of 
the  ulcer,  at  others  sloping  obliquely  down  towards  the  centre. 
The  ulcers  never  spread  after  the  separation  of  the  slough,  and 
they  were  of  all  depths  and  sizes,  from  a  superficial  excoriation 
to  a  very  deep  ulcer.  The  largest  single  ulcer  was  about  three- 
quarters  of  an  inch  in  diameter,  and  about  a  third  of  an  inch 
at  its  deepest  part,  but  there  were  some  compound  ones  larger 
than  this. 

Wet  boracic  lint  was  ordered  for  the  buttocks,  but  as  the 
patient  did  not  feel  comfortable  with  this,  iodoform  wool  was 
applied,  and  iodo-vaseline  for  the  rest  of  the  body.  The  wool, 
however,  adhered  too  closely,  and  gave  so  much  pain  on 
removal  that  iodoform  powder  at  first,  and  afterwards  iodol 
sprinkled  on  were  substituted.  A  few  fresh  pustules  appeared 
at  intervals  and  ran  the  course  already  described.  On  August 
9th  there  was  diarrhoea ;  a  few  fresh  lesions  had  formed, 
but  most  of  the  sloughs  had  separated,  and  on  the  11th  it  was 
noted  that  while  the  ulcers  on  the  buttocks  were  deeper,  there 
were  no  fresh  lesions.  The  diarrhoea  continued  until  death  on 
August  19th,  there  having  been  no  fresh  lesions  since  the  11th. 
The  temperature  chart  ranged  from  99°  to  104°.  I  was  away 
for  the  vacation  during  the  last  ten  days  of  life,  and  the  ‘post¬ 
mortem  was  made  fifteen  hours  after  death  by  Mr.  Campbell 
Williams  in  Dr.  Barlow’s  presence. 

Post-mortem. — Body  much  emaciated,  rigor  mortis  present. 
On  the  thorax,  there  were  some  signs  of  repair  in  the  ulcers, 
but  those  on  the  buttocks  were  very  deep,  clean  cut,  and 
undermined.  On  the  scalp,  they  were  not  numerous,  but  two 
of  them,  the  size  of  a  florin  and  half  a  crown  respectively,  in 
the  occipital  and  left  parieto-occipital  regions,  went  down  to 
the  pericranium.  There  was  no  attempt  at  symmetrical  dis¬ 
tribution  anywhere  except  on  the  thorax. 

On  opening  the  body,  the  pleurae  were  healthy,  the  lungs 
were  consolidated  at  both  bases,  especially  on  the  right  side, 
and  much  congested,  and  there  were  one  or  two  tubercles 


in  both  lungs.  The  bronchial  glands  were  about  the  size 
of  an  almond,  and  caseous.  The  liver  was  enlarged  and  fatty, 
the  mesenteric  glands  were  large  and  infiltrated  with  tuber¬ 
cular  deposit ;  all  the  other  viscera  were  normal. 

As  the  above  account  is  somewhat  meagre,  Dr.  Barlow 
has  been  kind  enough  to  supplement  it  from  a  few  brief 
notes  of  his  own. 

“  Some  of  the  lesions  on  the  scalp  had  ulcerated  so  deeply 
that  there  was  a  thin,  horny  floor,  which  was  firmly 
adherent  to  the  subjacent  bone,  but  the  bone  was  not  actually 
bare.” 

“  In  the  thorax,  the  bronchial  glands  were  caseous  and 
enlarged,  the  lungs  were  emphysematous  in  front,  and  the 
lower  lobes  at  the  back  showed  extensive  areas  of  broncho¬ 
pneumonia  which  had  become  partially  caseous.  On  the 
under  surface  of  the  upper  lobes  were  some  groups  of 
undoubted  miliary  tubercle.  There  was  a  small  vomica 
almost  certainly  due  in  part  to  softening  of  one  of  the 
bronchial  glands,  which  penetrated  into  the  root  of  the  lung 
at  the  lower  lobe  on  one  side,  and  close  to  it  was  another 
caseous  gland.  The  mesenteric  glands  were  enlarged  and 
caseous,  and  in  the  intestines  some  of  the  Peyer’s  patches 
showed  small  deposits  of  tubercle  with  very  early  commencing 
ulceration.” 

Erythema  multiforme  may  occasionally  be  seen  as  the 
immediate  sequel  of  vaccination,  and  it  usually  commences 
in  the  first  week.  The  eruption  may  take  various  shapes, 
but  the  papular  form  is  the  most  common  and  characteristic. 

The  present  instance,  depicted  in  Figure  2,  was  that  of 
Kate  S.,  aged  10  months,  who  was  brought  to  University 
College  Hospital  on  November  6th,  1892.  Her  mother  stated 
that  she  was  vaccinated  on  the  16th  of  November,  and  that 
the  eruption  commenced  on  the  evening  of  the  23rd.  The 
condition  was  due  to  the  child  and  not  to  any  defect  in  the 
vaccine  inoculation,  as  was  shown  by  the  fact  that  other 
children  who  were  vaccinated  at  the  same  time  from  the 
same  vaccinifer  had  remained  quite  well.  The  child  was 
probably  very  susceptible  to  the  exanthemata;  for  she  had 
measles  in  June,  followed  by  scarlatina,  and  had  had  chicken 
pox  only  five  weeks  previous  to  being  brought  to  the  Hospital. 
Possibly  this  susceptibility  had  had  something  to  do  with 
the  production  of  the  present  eruption,  for  there  was  nothing 
abnormal  in  the  vaccine  pustules,  which  presented  the  usual 
appearances  of  the  tenth  day  after  vaccination.  The  eruption, 
in  addition  to  the  distribution  shown  in  the  Plate,  was  pretty 
abundant  over  the  lower  limbs,  but  the  lower  part  of  the 
trunk  was  almost  free.  Where  the  lesions  were  separate, 
they  were  dull  or  bright  red,  flat  papules,  from  a  pin’s  head 
to  a  quarter  of  an  inch  in  diameter,  and  the  larger  papules 
showed  signs  of  involution  in  the  centre  whilst  spreading  at 
the  periphery.  The  eruption  had  almost  completely  faded  in 
a  week,  under  the  application  of  calamine  lotion  and  a  mild 
laxative. 


PLATE  XLI 


DERMATITIS  GANGRENOSA  INFANTUM 

FROM  VARICELLA  (Syn.  VARICELLA  GANGRENOSA).  Figure  1. 


fpHE  most  severe  and  fatal  form  of  this  complication  in  a  non¬ 
specific  febrile  condition  has  been  discussed  with  the 
previous  Plate.  In  the  present  one  we  have  to  consider  a  case 
of  moderate  severity  from  varicella,  the  commonest  cause  of 
the  disease,  in  which  the  issue  was  favourable.  As  a  com¬ 
plication  of  varicella,  it  may  occur  either  early  or  late  in  that 
disease.  If  the  varicella  eruption  is  still  present,  it  commences 
on  the  head  or  upper  part  of  the  body.  Ulceration  takes  place 
beneath  the  scab,  which  is  generally  dark  coloured,  and  a  ring 
of  pus  is  formed  round  it,  and  a  red  areola  outside  of  this. 
The  process  extending  in  depth  and  surface,  a  black  slough 
is  formed,  which  may  extend  to  an  inch  or  more,  or  stop  when 
it  is  not  more  than  £  inch  across,  and  on  the  separation  of  the 
slough  an  ulcer  of  corresponding  size  is  left.  If,  on  the  other 
hand,  the  gangrenous  process  does  not  begin  until  the  Varicella 
eruption  has  almost  gone,  the  ulcers  arise  independently  of  the 
previous  varicella  vesicles,  and  are  formed  first  on  the  lower 
half  of  the  body,  especially  on  the  buttocks  and  thighs,  then 
on  the  trunk  and  rest  of  the  body,  where  they  are  not  usually 
numerous  or  deep. 

Those  cases  which  develop  after  vaccination,  or  after  other 
eruptions  unconnected  with  varicella,  usually  follow  the  second 
course  just  described.  The  case  selected  for  illustration 
occurred  early  in  the  course  of  varicella,  and  in  accordance 
with  the  rule  laid  down,  the  gangrenous  lesions  developed  first 
on  the  head  and  trunk.  The  name  varicella  gangrsenosa,  by 
which  it  is  often  known,  fits  this  case  well  enough,  but  the 
more  general  term  covers  this  and  all  other  varieties. 

The  patient,  Percy  S.,  set  2f,  was  brought  to  University 
College  Hospital  on  May  27th,  1891.  The  child  had  been  ill 
six  days,  having  been  attacked  with  what  at  first  appeared  to 
be  ordinary  chicken  pox.  About  the  third  day  some  of  the 
vesicles  dried  in  the  centre  into  a  dark  scab,  about  the  size  of 
a  large  pin’s  head,  a  ring  of  pus  surrounding  it,  and  the  whole 
was  enclosed  in  a  red  areola.  The  central  scab  rapidly 
extended  both  in  area '  and  depth,  still  with  its  attendant 
purulent  and  red  rings,  until  the  appearances  presented  by  the 

drawing,  which  was  made  on  the  seventh  day,  were  produced. 
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All  the  stages  can  here  be  traced,  from  the  pin’s  head  scab  to  the 
ulcer  on  the  left  temple,  in  which  the  slough  has  separated  and 
left  a  deep  ulcer  with  sloughy-looking  base.  When  the  child 
was  seen  on  the  sixth  day,  typical  varicella  vesicles  were  still 
present  on  the  shoulders  and  face.  The  child  was  pale  and 
looked  ill,  and  the  mouth  was  sore  owing  to  some  pustules 
being  present  on  the  palate,  tongue,  and  lower  lip.  There  was 
some  rise  of  temperature,  but  the  notes  do  not  state  what  it 
amounted  to.  There  was  nothing  in  the  previous  health, 
family  history,  or  other  circumstances  to  account  for  the 
changes  in  the  character  of  the  initial  vesicles.  Three  days 
later,  when  the  child  was  seen  again,  there  were  some  fresh 
gangrenous  lesions  on  the  back,  but  he  got  quite  well  in  about 
three  weeks.  The  treatment  adopted  was  sulpho-carbolate  of 
soda,  5  grains ;  spirit  of  chloroform,  two  minims ;  diluted  dill 
water,  2  drachms,  every  four  hours.  On  May  30th  half  a  grain 
of  quinine  in  milk  three  times  a  day  was  added,  and  the  ulcers 
were  dressed  with  an  ointment  of  10  grains  of  iodoform  to  an 
ounce  of  benzoated  lard.  No  fresh  gangrenous  patches  formed 
after  three  days  of  this  application. 

This  kind  of  treatment  is  generally  successful  in  all  except 
extreme  cases,  when  nothing  avails.  Poultices  should  always 
be  avoided,  but  wet  compresses  of  boric  acid  wool,  covered  with 
oiled  silk,  may  be  employed  to  assist  in  separating  the  sloughs, 
if  they  are  large  enough,  or  sufficiently  close  together  to  require 
such  assistance.  Iodoform,  either  in  the  form  of  powder  or 
ointment  is  the  best  antiseptic  for  the  ulcers,  unless  they  are  so 
large  and  numerous  as  to  incur  the  risk  of  iodoform  absorption, 
when  boric  acid  ointment  would  be  safer.  The  addition  of  3  or 
4  minims  of  creolin  to  the  above  mentioned  iodoform  oint¬ 
ment,  exercises  a  favourable  modifying  influence  on  the  odour 
of  the  iodoform. 

The  diagnosis  can  present  no  difficulty.  Multiple  foci  of 
gangrene  of  the  skin  in  an  infant  or  young  child  is  quite 
distinctive,  whether  varicella  or  other  vesicular  or  pustular 
eruption  be  the  antecedent.  In  the  present  case,  characteristic 
vesicles  of  varicella  were  simultaneously  present  with  the 
gangrenous  lesions. 


MILIARIA  SEU  LICHEN  INFANTUM.  Figure  2. 


mHE  affection  depicted  in  this  figure  is  popularly  known  as 
Red  Gum,  and  was  included  by  Willan  and  his  followers 
under  the  motley  and  now  obsolete  group  of  Strophulus,  such 
terms  as  strophulus  intertinctus,  strophulus  confertus,  or 
lichen  strophulosus  being  applied  according  to  the  grouping  of 
the  lesions  and  the  presence  or  absence  of  erythema  between 
them. 

Individually,  the  lesions  are  due  to  inflammation  about  the 
sweat  pore  area,  and  may  be  simply  acuminate  pins’  point 
papules,  or  crowned  with  a  vesicular  or  pustular  cap.  As  is 
well  shown  in  the  illustration,  they  may  be  discrete  or  in  small 
irregular  groups  or  lines.  The  face,  arms,  and  chest  are  the 
most  frequent  seat  of  the  eruption,  but  it  may  be  general  in 
some  cases.  Not  unfrequently  it  is  unilateral,  or,  at  all  events, 
greatly  predominates  on  one  side,  and  it  will  then  be  found 
that  the  child  is  more  frequently  carried  on  one  side  by  the 
mother,  and  perhaps  nursed  mainly  at  one  breast.  It  can 
often  be  shown  that  the  child  is  unduly  swathed  up,  and 


sweats  profusely,  and  it  is  probable  that  a  chill  is  the  deter¬ 
mining  factor,  but  its  etiology  is  often  obscure,  the  child  appear¬ 
ing  perfectly  healthy.  It  generally  begins  in  the  first  weeks 
of  life,  and  may  persist  for  months  and  disappear  spontaneously; 
but,  if  judiciously  treated,  its  duration  is  usually  brief.  Tooth 
rash,  one  of  its  popular  synonyms,  has  no  justification,  as 
it  begins  long  before  there  can  be  any  suspicion  of  tooth 
troubles.  I  have  seen  a  precisely  similar  eruption  in  the 
second  week  after  vaccination,  but  am  unable  to  trace  any 
direct  connection  between  the  two. 

In  the  case  depicted,  Frederick  K.,  set.  six  weeks,  the 
eruption  had  been  present  three  weeks,  and  was  limited  to  the 
head,  arms,  and  upper  part  of  the  trunk.  The  child  did  not 
sweat  abnormally  or  excessively,  the  bowels  acted  properly, 
and  the  motions  were  normal ;  in  short,  there  was  no  traceable 
cause  for  the  eruption.  It  soon  yielded  to  a  lotion  of  calamine 
and  oxide  of  zinc,  painted  on  three  or  four  times  a  day  and 
allowed  to  dry,  with  an  alkaline  laxative  internally. 
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ICHTHYOSIS. 


rpHERE  are  two  main  varieties  of  Ichthyosis. 

1  1.  Ichthyosis  Simplex,  which  is  general  in  its  distribution,  and 

in  the  main  scaly,  with  a  sub-variety,  Xeroderma,  which  is 
applied  to  the  mildest  form  of  the  affection,  and  in  which, 
except  on  the  elbows  and  knees,  there  is  but  little  more  than 
dryness  and  roughness  of  the  skin. 

2.  Ichthyosis  Hystrix. — This,  the  second  important  variety, 
is  partial  in  its  distribution  and  in  the  main  warty,  the  rest 
of  the  skin  being  often  quite  normal.  Ichthyosis  is  almost 
always  of  congenital  origin,  though,  as  a  rule,  it  does  not  show 
itself  for  some  months  after  birth,  and  is  not  marked  before 
the  second  year,  after  which  it  seldom  undergoes  much 
change. 

In  rare  instances,  ichthyosis  is  present  to  a  high  degree  at 
birth,  constituting  the  so-called  “  Harlequin  foetus,”  for  in  such 
cases  the  child  is  usually  born  dead,  or  does  not  long  survive. 
Some  regard  this  as  a  different  condition,  but  this  is  not  my 
view,  as  it  may  be  of  all  grades  down  to  only  sufficient 
development  to  be  not  incompatible  with  life. 

In  equally  rare  instances,  the  disease  is  acquired  later 
in  life,  and  is  then  usually  partial  in  its  distribution,  but 
is  sometimes  general.  Many  of  these  cases  are  secondary 
to  nerve  disease,  or  other  trophic  disturbance.  Although 
the  case  from  which  the  drawing  for  this  plate  was  made 
is  an  example  of  ichthyosis  acquisita,  it  would  equally  well 
represent  the  much  more  common  condition  of  congenital 
origin  in  a  state  of  medium  severity,  and  is  for  this  reason 
selected. 

The  patient,  Henry  W.,  was  80  years  of  age  when  he 
first  came  to  University  College  Hospital,  on  December  15, 
1886.  He  stated  that  the  disease  had  commenced  about 
three  years  previously,  when  he  was  out  of  work,  and  had 
insufficient  food.  It  came  on  gradually,  and  when  I  first  saw 
him  was  absolutely  universal.  The  whole  surface  was  covered 
with  small  and  very  fine  silvery  scales  in  a  single  layer.  They 
had  evidently  been  formed  by  a  hypertrophy  of  the  horny  layer 
which  had  split  along  the  natural  lines  and  folds,  and  in  some 
parts,  especially  on  the  shoulders  and  back  of  the  arms  near  the 
elbows,  were  nacreous  looking,  attached  at  the  centre,  and  free 
at  the  edges,  and  were  exactly  like  the  scales  of  Ichthyosis.  In 
some  parts  the  scales  were  finer  and  more  branny  than  others. 
On  the  palms,  the  surface  was  dry  and  powdery  looking,  and 
had  not  the  smoothness  and  deep  lines  which  are  present  in 
ordinary  ichthyosis.  On  the  head,  the  scales  had  accumulated 
to  a  greater  extent,  but  they  were  not  at  all  greasy.  The  lobes 
of  the  ears  were  almost  absent,  but  whether  this  was  congenital 
or  acquired  was  not  ascertainable.  The  skin  was  lax  and  thin, 
the  general  aspect  being  that  of  senile  degeneration,  and  he 
itched  all  over  but  not  severely. 

He  was  positive  that  the  disease  did  not  date  back  for  more 

than  three  or  four  years,  and  that  he  had  not  had  a  dry  skin 
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all  his  life,  in  fact,  he  perspired  profusely  on  exertion,  until  the 
disease  came  on.  In  the  drawing,  the  scales  on  the  back  of 
the  arm  appear  less  angular  than  they  were  in  nature.  Four 
years  later  the  skin  was  in  the  same  condition. 

The  ordinary  form  of  ichthyosis  is  much  more  developed  in 
some  regions  than  others.  It  is  generally  more  marked  on  the 
extensor  than  the  flexor  surfaces.  This  is  especially  the  case 
in  the  elbows  and  knees.  While  the  rest  of  the  body  may 
be  as  depicted  in  the  drawing,  the  epidermis  on  the  elbows 
and  knees  is  thickened  into  dark  brownish  horny  plates 
broken  up  by  the  movements  of  the  limb,  while  the  flexure 
may  be  smooth,  and  apparently  normal.  Sweating  is  usually 
entirely  absent,  but  is  sometimes  present  in  the  axillae  and 
groins  to  a  slight  extent,  and  I  have  known  hyperidrosis 
present  on  the  palms  and  soles  with  a  high  degree  of  ichthyosis 
elsewhere,  but  this  is  exceptional. 

The  most  striking  features  in  a  patient  with  Ichthyosis 
Simplex  are  the  general  distribution  of  the  disease  with  a 
higher  degree  of  development  over  the  extensor  aspect  of  the 
limbs,  especially  the  elbows  and  knees,  where  there  are  horny 
accumulations  in  plates  or  thick  scales,  or  horny  papules  at  the 
hair  follicles.  The  harsh  dry  character  of  the  skin,  the  total 
absence  of  sweating  or  its  limitation  to  one  or  two  regions,  and 
the  presence  of  general  scaliness,  the  scales  varying  from  mere 
powderiness  to  hard  thick  scales  half  an  inch  in  area,  which 
are  limited  by  the  natural  lines  and  movements  of  the  skin. 
Finally,  there  is  nearly  always  a  history  of  the  existence  of  the 
disease  from  the  earliest  childhood,  or,  as  the  patient  puts  it, 
“  all  his  life.” 

Many  sub-varieties  of  ichthyosis  have  been  made  by  the 
older  authors,  chiefly  indicative  of  the  grade  of  disease 
attained  to.  In  the  most  extreme  form  of  this,  the  scales 
have  become  thickened  into  horny  plates,  and  these,  being 
broken  up  by  the  natural  lines  of  the  skin  produced  by 
movement,  impart  to  the  whole  surface  the  aspect  of  crocodile 
hide,  hence  the  name  “  Sauroderma.”  The  other  variations 
from  the  normal  are  so  trivial  that  the  names  given  to  them 
are  not  worth  recalling. 

The  treatment  for  ichthyosis  is  to  supply  the  lubrication 
from  without  which  nature  has  denied  from  within.  The 
inunction  of  fats,  therefore,  is  the  means  to  be  adopted.  The 
patient  may  have  an  alkaline  bath  first,  with  advantage  3iv. 
of  bicarbonate  of  soda  are  added  to  a  bath  of  30  gallons,  at  a 
temperature  of  about  102°  F.  After  remaining  in  a  quarter 
of  an  hour,  the  patient  should  rub  off  the  scales  under  water, 
then  get  out  and  dry  quickly,  and  rub  with  a  fatty  substance. 
If  expense  is  an  object,  mutton  suet  or  lard  will  do,  but 
preferable  is  a  lanoline  pomade — lanolin,  3v.,  parolein,  3iij., 
m.  ft.  ung.  This  may  be  scented  in  any  way  desirable,  and  the 
inunction  should  be  performed  at  least  once  a  day.  The 
alkaline  bath  may  be  repeated  once  a  week,  and  inunction 


should  follow  it  immediately.  For  the  face — glycerine,  3i. ; 
rose  water,  3vij.,  m.  ft.  lotio,  to  be  sponged  on  once  or  twice 
a  day.  This  is  pleasanter  to  use  than  grease  of  any  kind,  and 
equally  efficacious. 

When  once  the  skin  has  been  made  quite  smooth,  very 
moderate  attention  will  keep  it  so.  A  slight  inunction  once 
or  twice  a  week,  and  an  occasional  alkaline  bath,  will  make 


one  think  that  a  cure  has  been  effected  in  a  moderate  case, 
but  a  very  little  neglect  will  bring  it  all  back  as  badly  as  ever. 

In  the  winter  time,  ichthyosis  patients  are  very  likely 
to  get  eczema.  This  must  be  dealt  with  like  dry  eczema,  in 
general,  ointments  or  similar  greasy  applications  being  usually 
indicated.  Cold  will  have  less  effect  if  the  skin  is  kept  well 
lubricated. 
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PLATE  XLIII 


ICHTHYOSIS  HYSTRIX  ET  TYLOSIS. 


rjHLIS  Plate  gives  different  examples  of  hypertrophy  or 

hyperplasia  of  the  horny  layers  of  the  skin.  Figures  1 
and  2  are  congenital  in  their  origin,  and  represent  extreme 
forms  of  Ichthyosis,  and  were  general  in  their  distribution  ;  the 
other  four  figures  represent  the  horny  thickenings  of  the  skin 
which  are  known  by  the  name  of  Tylosis  or  Keratosis,  which  are 
limited  to  the  hands  and  feet,  and  were  acquired  in  adult  life. 

Figure  1  represents  an  extreme  form  of  Ichthyosis,  in 
which  nearly  the  whole  surface  of  the  body  was  covered  with  a 
dense  greenish-grey  incrustation,  composed  of  polygonal  horny 
pegs,  from  an  eighth  to  a  quarter  of  an  inch  long,  inserted  into 
the  epidermis.  As  usual  the  incrustation  is  most  marked  on 
the  extensor  aspect  of  the  limbs,  and  as  the  figure  shows  the 
palms  are  free  from  incrustation,  as  are  also  the  soles.  The 
present  figure  is  taken  from  a  drawing  by  Tuson,  who  has  also 
executed  a  wax  model,  which  is  in  the  museum  of  University 
College,  but  without  any  history  attached.  A  portion  of  the 
disease  has  been  cleared  off  the  arm,  so  that  an  idea  may  be 
formed  of  the  thickness  of  the  incrustation. 

Figure  2  represents  the  hand  in  an  extreme  case  of 
Ichthyosis  hystrix,  the  horny  growths  extending  over  nearly 
the  whole  of  the  body,  though  they  were  most  highly 
developed  in  the  hand,  but  unlike  Figure  1  the  growths  were 
for  the  most  part  discrete,  and  the  intervening  skin  was  prac¬ 
tically  normal.  A  full  account  of  the  case  is  given  in  the 
12th  volume  of  the  Clinical  Society’s  Transactions,  of  which  the 
following  is  an  abstract :  — 

The  patient,  Matthew  Gibson,  aged  10  years,  was  ad¬ 
mitted  into  University  College  Hospital  on  June  12th,  1878. 
He  was  a  weakly  child  when  born,  the  mother  herself  having 
been  delicate,  and  having  lived  badly  during  her  pregnancy. 
At  birth  there  was  an  appearance  of  bruising  of  three  places ; 
on  the  thighs,  the  left  being  the  worst ;  on  the  left  foot,  on  the 
outer  side  extending  up  the  middle  of  the  leg;  and  on  the 
head.  In  all  these  positions  there  were  raw-looking  places  as 
large  as  a  finger,  but  otherwise  the  skin  as  a  whole  was 
healthy  looking.  The  raw  places  healed  up  in  seven  weeks, 
and  about  that  time  warty-looking  growths  began  to  appear 
round  the  sores,  and  gradually  spread  over  wider  areas,  until 
at  the  age  of  seven  years  the  whole  body  was  more  or  less 
covered  with  them.  From  that  period  the  disease  has  been 
stationary. 

On  admission  the  boy  was  found  to  be  thin,  but  fairly 
developed,  but  he  has  a  badly-shaped  head  and  projecting 
teeth,  and  is  slightly  deficient  in  intellect,  being  slow  of 
comprehension,  and  laughing  often  and  vacantly.  He  cannot 
pronounce  some  words  or  letters  such  as  “  th,”  but  he  has  never 
been  to  school,  as  they  would  not  take  him.  He  comes  of  a 
healthy  stock,  and  has  four  healthy  brothers  and  sisters,  and 
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there  is  no  hereditary  disease  in  the  family.  He  has  fair  hair, 
long  eyelashes,  transparently  thin  skin,  with  conspicuous 
veins  ;  there  is  long  hair  on  the  limbs,  and  the  teeth  are  of 
a  very  bad  shape  and  colour,  and  very  irregular. 

He  is  covered  with  warty  and  horny  looking  growths 
from  the  crown  of  his  head  to  his  soles,  though  there  are 
wide  areas  of  perfectly  healthy  skin  intervening.  Although 
bilaterally  disposed  the  growths  are  not  symmetrical,  being 
much  larger  in  size  and  more  closely  aggregated  in  some  parts 
than  others.  Thus  there  is  more  on  the  right  side  of  the 
trunk  than  on  the  left,  none  on  the  left  palm,  but  a  band  of  it 
on  the  right.  There  is  very  little  on  the  soles,  it  being  prin¬ 
cipally  on  the  sides  of  the  feet.  None  on  the  front  and  sides  of 
the  left  leg,  which  looks  swollen  and  shiny,  but  there  is  much 
of  it  behind,  whilst  it  is  extensive  on  the  dorsum  of  the  right 
foot,  and  there  is  some  of  it  on  the  front  of  the  leg.  There  is 
not  much  disease  on  the  face,  what  there  is  being  on  the  right 
side  ;  the  hairy  scalp  is  covered  with  growths.  The  arrange¬ 
ment  is  chiefly  in  irregular  patches  and  linear  bands,  which  do 
not  follow  any  particular  course.  There  are  no  special  patches 
on  the  front  of  the  knees  and  the  back  of  the  elbows,  though  it 
is  rather  thick  upon  the  left  knee,  and  the  skin  between  the 
growth  sweats  freely,  and  is  quite  healthy.  It  differs  in  aspect 
somewhat  in  different  regions ;  thus  on  the  hairy  scalp  it  is 
like  a  dry  seborrhcea ;  the  crust  could  be  easily  picked  off,  and 
left  an  injected  surface  with  enlarged  and  prominent  thread¬ 
like  papillae ;  on  the  body  and  limbs  the  growth  has  more  of  a 
warty  character,  and  each  one  springs  from  a  slightly  red  and 
raised  base,  and  there  is  a  slight  greasiness  to  the  touch  ;  on 
the  hands  and  feet  the  concretion  is  piled  up  in  columns  pro¬ 
ducing  the  appearance  of  horns,  the  fibres  running  vertically 
to  the  truncated  apex,  as  may  be  seen  in  the  plate  ;  on  the 
neck  and  under  the  chin  the  growth  has  the  appearance  of 
being  made  up  of  a  mass  of  little  warts.  The  crusts  can  in 
many  parts  be  picked  off'  without  much  difficulty,  and  some  of 
them  are  sometimes  rubbed  off  when  turning  in  bed.  On  the 
other  hand  many  of  the  excrescences  cannot  be  removed 
without  producing  pain  and  bleeding.  He  was  treated  by 
applying  the  unguentum  picis,  and  in  a  few  days  picking  off 
the  soft  and  horny  masses,  and  again  applying  the  ointment. 
This  was  partially  successful,  for  although  the  growth  recurred 
extensively,  large  areas  remained  free  from  it,  especially  on  the 
scalp,  face,  and  arms,  the  skin  being  only  a  little  uneven  and 
redder  than  the  surrounding  parts. 

Figure  3  represents  the  condition  known  as  Tylosis  Pal  mm, 
or,  as  some  term  it,  Keratosis.  Figure  4  represents  the  back 
of  the  hand  of  the  same  patient. 

The  condition  in  which  a  thick  horny  plate  covers  the  whole 
palmar  and  plantar  surface  is  rather  a  rare  one,  and  may  be  either 
acquired  or  congenital,  the  latter  being  the  more  usual  form. 


The  accompanying  coloured  plate  delineates  a  well-marked 
example  of  the  acquired  affection,  which  is  indeed  anatomi¬ 
cally  indistinguishable  from  the  congenital  condition.  The 
history  of  the  case  is  as  follows  : — 

The  patient  was  a  woman,  ait.  56,  the  wife  of  a  clerk. 
She  had  been  suffering  from  severe  and  almost  universal 
pemphigus  for  eight  months  previous  to  her  coming  under  my 
notice  on  March  5th,  1890. 

The  disease  began  with  itching  all  over  the  body  in 
November  1888.  The  irritation  increased  in  intensity  in  spite 
of  treatment,  but  bullae  did  not  appear  until  March  1889, 
coming  first  on  the  arms.  They  were  poulticed,  and  a  whole 
crop  came  out.  On  April  1st  she  was  admitted  into  St.  John’s 
Hospital,  in  a  very  bad  state,  and  was  there  until  October, 
when  she  went  into  the  country.  She  was  not,  however,  much 
better,  except  that  the  bull®  were  not  so  large  and  numerous, 
while  the  itching  was  as  bad  as  ever.  Up  to  two  months 
before  leaving  St.  John’s  Hospital  her  skin  was  very  dry — - 
“  nothing  would  make  her  sweat,”  then  she  began  to  sweat 
profusely,  and  in  October  the  skin  of  the  palms  and  soles 
began  to  thicken  and  gradually  attain  their  present  condition. 
She  had  lost  much  flesh,  having  weighed  twelve  stone  just 
before  she  went  into  St.  John’s  Hospital.  On  admission  to 
University  College  Hospital,  on  March  10th,  1890,  the  patient 
looked  worn  and  thin.  The  whole  body  was  thickly  covered 
with  erythema  patches  of  a  bright  red  colour,  and  mostly  of  a 
circinate  form,  the  intervals  between  the  patches  were  very 
small  on  the  trunk,  while  the  legs  were  practically  free,  and 
there  were  none  on  the  face ;  from  subsequent  observation  the 
red  patches  were  found  to  represent  the  sites  of  previous  bullae. 

Numerous  bullae,  from  a  pea  to  a  pigeon’s  egg  in  size, 
were  present  on  the  trunk,  and  a  few  on  the  limbs  ;  some  were 
in  irregular  groups  of  from  three  to  five,  but  many  were 
scattered  singly  about;  the  bullae  were  quite  tense  and 
contained  clear  serum. 

The  eruption  was  attended  with  intense  irritation,  which 
came  on  in  paroxysms  and  prevented  the  patient  from  sleep¬ 
ing.  She  perspired  profusely,  her  night-dress  being  saturated 
several  times  a  day  and  the  sheets  quite  damp,  but  the  smell 
was  not  offensive.  Her  palms  and  soles  were  in  a  condition  of 
extreme  epidermic  thickening ;  the  horny  layer  was  an  eighth 
of  an  inch  thick,  yellowishly  translucent,  but  not  hard,  on 
account  of  the  hyperidrosis.  Over  the  knuckles,  both  inter- 
phalangeal  and  metacarpal,  the  corneous  layer  was  also 
hypertrophied  and  pitted.  The  nails  were  unaffected.  The 
patient  had  taken  a  large  quantity  of  arsenic  while  in  St. 
John’s  Hospital,  but  she  was  sure  there  was  no  thickening  of 
the  palms  and  soles  until  the  sweating  set  in.  There  was  no 
albumen  or  sugar  in  the  urine,  and  all  her  internal  organs 
were  sound.  A  variety  of  treatment  was  adopted  ;  quinine  in 
five-grain  doses,  with  effervescing  citrate  of  potash,  cannabis 
Indica  and  bromide,  at  night ;  liq.  opii  sedativus  m.  vij.  ter 
die,  and  arsenic  and  bromide  of  potassium  were  given  at 
different  times.  To  check  the  sweatings,  injections  of  m.  ij. 
liquor  atropinse,  ^  per  cent,  solution,  were  given  daily,  after¬ 
wards  increased  to  m.  iv.  With  these  the  sweatings 
diminished  considerably,  and  when  they  did  occur,  came  on 
only  in  the  morning,  and  lasted  two  hours. 

On  May  21st  liq.  arsenicalis  and  bromide  were  given,  and 
the  perspirations  diminished  soon  after  and  ceased  for  a  week, 
from  June  7th  to  June  14th.  The  bullae,  however,  gradually 
got  more  numerous  after  the  atropia  injections  were  stopped. 
At  the  end  of  June  her  general  condition  was  much  worse; 
she  was  thinner  and  weaker,  but  under  tonics  and  good 


feeding  improved,  and  by  the  end  of  July  was  well  enough  to 
be  discharged,  very  few  bullae  appearing  occasionally.  The 
skin  was  much  paler  and  healthier-looking ;  the  sweating  was 
very  little  more  than  normal,  and  the  palms  and  soles  weie 
much  less  thickened  from  using  liq.  potassae  lotions,  but  there 
was  still  much  itching  at  times.  Six  months  later  she  was 
seen  at  her  own  house,  and  many  of  her  old  symptoms  had 
returned ;  the  sweatings  were  almost  as  profuse  as  ever,  the 
itching  was  most  intense,  and  made  her  very  weak  and  miser¬ 
able  from  the  loss  of  rest.  The  constant  irritation,  and 
consequent  loss  of  rest,  were  evidently  wearing  her  out. 
There  were,  however,  but  few  bullae  comparatively  ;  a  few, 
half  an  inch  in  diameter,  were  present  on  the  hands  and  feet, 
but  on  the  trunk  there  were  only  vesicles  the  size  of  a  millet 
seed.  The  epidermic  thickening  was  as  bad  as  ever  on  the 
palms,  soles,  and  knuckles. 

The  etiological  factors  in  this  condition  were  the  admin¬ 
istration  of  arsenic,  probably  in  considerable  doses,  and  the 
hyperidrosis.  Probably  the  latter  was  the  most  immediate 
cause,  as  I  have  several  times  noted  the  association  of 
hyperidrosis  and  epidermic  thickening.  At  the  same  time 
arsenic  is  also  capable  of  producing  this  condition  either 
with  or  without  the  presence  of  hyperidrosis  ;  moreover,  the 
administration  of  arsenic  for  a  long  period  will  itself  produce 
hyperidrosis  of  the  hands  and  feet  in  some  cases,  and  probably 
was  the  responsible  agent  in  the  present  instance.  We  have, 
therefore,  here  a  case  of  arsenical  hyperidrotic  keratosis  in 
a  diffuse  form,  while  the  early  stage  without  hyperidrosis  is 
shown  in  Plate  XXXVII.,  Figure  4,  the  sole  of  the  foot 
being  the  part  represented. 

Figure  5  represents  considerable  hypertrophy  of  the  horny 
layers  of  the  sole  where  it  is  subjected  to  pressure,  consti¬ 
tuting  the  condition  which  has  often  been  erroneously  called 
Plantar  Psoriasis.  The  patient  was  a  woman  aged  50,  who  was 
admitted  into  University  College  Hospital  on  July  3rd,  1885. 
She  had  noticed  that  the  skin  over  the  ball  of  the  great  toe  and 
the  heel  was  becoming  thicker  fifteen  months  before  admission. 
There  was  no  pain,  and  the  patient  used  to  scrape  off  the 
hard  skin  with  scissors.  After  about  three  months  the 
patient  noticed  that  walking  caused  her  some  inconvenience, 
though  no  actual  pain  at  first,  but  it  soon  became  so, 
especially  at  catamenial  periods.  The  discomfort  was  some¬ 
what  relieved  by  rubbing  it  with  Russian  tallow,  as  it 
softened  the  skin  and  prevented  it  from  cracking.  Never¬ 
theless  the  hardening  and  thickness  gradually  increased, 
spreading  from  the  heel  across  the  arch  of  the  sole  towards 
the  metatarso-phalangeal  area.  Pari  passu  the  pain  increased, 
but  she  was  never  quite  prevented  from  walking.  At  the 
borders  of  the  thickened  skin  at  the  heel  there  has  always 
been  a  tendency  of  the  horny  thickening  to  split,  and  during 
the  last  few  weeks  the  cracks  have  become  deeper  and  longer, 
and  the  skin  immediately  beyond  the  thickened  areas  has 
recently  become  painful  and  reddened.  No  apparent  cause 
for  this  condition  could  be  discovered  beyond  the  fact  that 
several  years  ago  her  feet  became  very  moist.  But  after  a 
time  this  passed  away  without  treatment,  and  she  had  no 
further  trouble  until  the  present  disease  began  ;  probably  she 
is  mistaken  in  saying  that  it  passed  away  entirely. 

Figure  6  represents  a  case  of  circumscribed  Tylosis 
symmetrically  arranged  on  all  the  points  of  pressure  on  the 
feet  of  a  man  who  was  suffering  from  rheumatoid  arthritis 
and  an  anomalous  form  of  psoriasis.  The  patient,  Henry  R., 


was  a  brassfinisher,  and  was  admitted  into  University  College 
Hospital  on  March  27th,  1892.  He  was  placed  under  the 
care  of  Dr.  Sidney  Martin.  Rheumatoid  arthritis  began  nine 
months  previously  and  had  disabled  him  from  work  for  the 
last  seven  months,  and  he  had  been  confined  to  bed  for  four 
months.  He  attributed  his  illness  to  a  damp  workshop,  but 
he  owned  to  drinking  five  pints  of  beer  a  day.  He  had  never 
had  rheumatic  fever  or  scarlet  fever  or  syphilis.  The  skin 
lesions  began  in  his  foot  soon  after  the  pains  in  the  ankles, 
the  nails  were  first  affected,  then  the  soles ;  the  first  lesions 
on  them  were  pimples,  which  got  hard :  these  he  picked, 
and  a  large  patch  became  bare.  The  eruption  on  the  other 
parts  of  his  body  came  somewhat  later,  especially  since  he 
was  at  the  Bath  Hospital  four  months  ago,  and  some  had 
appeared  quite  recently. 

On  admission  the  muscles  of  the  arms,  the  forearms, 
the  thighs,  and  the  legs  were  generally  and  equally  wasted ; 
there  was  stiffness,  pain,  and  swelling,  with  synovial  effusion 
in  the  joints  of  the  shoulders,  elbows,  wrists,  knees,  •  and 


ankles ;  the  finger  joints  were  enlarged  and  painful,  and  the 
interossei  muscles  much  wasted.  There  was  constant  hyperi- 
drosis  of  the  palms  and  soles ;  and  the  skin  between  the 
affected  portions  was  very  thin  and  soft ;  several  of  the  toe 
nails  had  been  lost.  The  lesions  depicted  in  the  figure 
consisted  of  thickenings  of  the  horny  layers  on  points  where 
there  was  the  slightest  pressure.  There  was  scarcely  any 
evidence  of  active  inflammation  on  the  soles,  but  in  some 
other  parts  there  were  some  scaly  patches  resembling  psoriasis, 
but  usually  the  crust  had  a  more  horny  character  than  an 
ordinary  case ;  on  the  back,  there  were  a  large  number  of 
distinctly  inflammatory  papules  the  size  of  a  pea,  many  of 
them  only  scaly  on  the  surface,  but  others  had  a  horny 
cap.  The  question  is  whether  the  modification  of  what 
was  primarily  a  psoriasis  was  due  to  the  hyperidrosis,  or  was 
secondary  to  the  neuritic  lesions  which  had  led  to  the  extreme 
wasting  of  the  limbs ;  on  the  whole,  the  evidence  was  in 
favour  of  the  hyperidrosis  being  the  chief  factor. 


PLATE  XLIV. 


ICHTHYOSIS  HYSTRIX. 


CHTHYOSIS  HYSTRIX  is  much  less  common  than  the 
other  form  and  differs  from  it  in  various  ways  ;  it  is  never 
universal,  though  often  widely  spread,  and  the  intervening  skin 
is  usually  healthy,  but  in  some  cases  is  dry  and  rough.  The 
disease  is  seldom  symmetrical,  and  is  often  unilateral,  as  in  the 
case  illustrated  in  the  Plate.  In  more  limited  cases  it  may  be 
in  lines  confined  to  one  or  more  regions  of  the  body,  and 
running  longitudinally  on  the  limbs  and  transversely  on  the 
trunk ;  the  face  is  seldom  much  affected.  This  linear  dis¬ 
tribution  may  or  may  not  be  traceable  to  the  distribution  of 
some  of  the  cutaneous  nerves,  but  according  to  Unna  the 
embryonic  lines  of  fissure  and  not  the  nerves  determine  the 
distribution.  The  component  elements  of  the  lesion  are  made 
up  of  papillary  outgrowths  covered  with  a  horny  cap,  which 
vary  much  in  their  development,  so  that  they  may  present  the 
appearance  of  flat,  small,  or  considerably  projecting  warts,  or, 
in  extreme  cases,  exhibit  dark  greenish,  vertically  striated, 
horny  masses,  which  project  half  an  inch  or  more  above  the 
surface,  like  truncated  cones,  or  even  like  limpet  shells  (see 
Plate  XLIV.).  The  disease  may  be  present  in  a  minor  degree 
at  birth,  but  in  the  majority  of  cases  is  not  noticed  for  the  first 
month  or  two,  development  then  proceeds  for  the  fii’st 
few  years  of  life ;  but,  as  a  rule,  there  is  not  much  change  after 
five  years  of  age,  and  if  there  should  be  any  up  to  adult  life  it 
is  generally  in  the  direction  of  extension.  The  present  Plate 
illustrates  a  widely  extended  but  unilateral  distribution,  while 
the  individual  lesions  are  of  only  moderate  development ;  more 
extreme  forms  are  illustrated  in  Plate  XLIV. 

Sarah  S.,  aged  fifteen  years,  was  sent  to  me  by  Dr.  Savill 
in  February  1891,  when  the  drawing  was  made.  The  condition 
depicted  was  present  at  birth,  but  was  not  nearly  so  distinct  as 
it  became  subsequently.  She  thought  it  had  extended  to 
some  degree,  but  it  had  not  done  so  for  the  last  eight  years,  as 
was  shown  by  some  drawings  made  when  she  was  seven  years 
old  for  Mr.  Malcolm  Morris.  Her  general  health  was  quite 
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satisfactory,  and,  with  the  exception  of  the  disfigurement,  the 
disease  gave  her  no  practical  inconvenience.  In  addition  to 
the  distribution  in  front  as  depicted  in  the  drawing,  posteriorly 
the  disease  occupied  the  whole  of  the  right  side,  from  the  axilla 
to  the  buttock,  extending  to  the  left  of  the  median  line  in  the 
lumbar  region.  There  were  more  free  areas  in  this  and  the 
gluteal  regions  than  in  the  portion  of  the  back  above.  In  the 
neck,  the  disease  was  continuous  with  the  front  part  as  far  as 
the  median  line  and  down  to  the  nucha,  but  the  back  was  free 
from  that  point  to  just  above  the  level  of  the  axilla.  Below 
the  buttock,  the  disease  was  more  sparsely  distributed  in  lines 
down  the  back  of  the  thighs,  and  the  lesions  were  less  developed 
in  this  direction.  It  terminated  in  two  well  marked  lines  in 
the  popliteal  space.  The  disease  producing  so  little  incon¬ 
venience,  and  being  for  the  most  part  in  covered  situations,  no 
treatment  was  undertaken ;  but  attempts  at  removal,  which 
are  easy  enough  temporarily,  may  sometimes  be  attended  with 
permanent  success,  at  all  events  in  parts  where  the  disease  is 
least  highly  developed.  The  horny  coverings  may  be  softened 
by  prolonged  immersion  in  alkaline  baths,  or  tar  baths  may 
be  employed  ;  in  the  latter,  the  patient  is  painted  over  with 
Stockholm  tar  and  then  soaked  in  alkaline  water  for  two  or 
three  hours.  Repeated  baths  of  this  kind  are  sometimes 
successful.  A  less  unpleasant  method  is  to  paint  the  part 
freely  with  a  solution  of  salicylic  acid,  in  the  proportion  of  from 
20  to  60  grains  to  the  Ji.  of  collodion.  After  about  a  week  the 
skin  thus  formed  may  be  peeled  off  and  the  painting  renewed. 
When  the  horny  covering  is  very  thick,  Unna’s  salicylic  acid 
plaster  may  be  bound  on  for  a  few  days,  and  the  softened  horny 
covering  may  then  be  removed  and  the  plaster  reapplied.  Too 
often,  however,  when  the  treatment  is  left  off  the  growths  are 
more  or  less  rapidly  renewed.  Latterly,  dried  thyroid  gland 
has  been  given  internally,  both  for  this  and  the  other  form  of 
ichthyosis,  but  with  only  temporary  benefit. 


PLATE  XLV. 


ICHTHYOSIS  HYSTRIX  UNI  LATERALIS 


ICHTHYOSIS  CONGENITA. 


A  LTHOUGH  Ichthyosis  is  always  due  to  a  congenital  defect 
-t*-  in  the  skin,  it  is  seldom  that  any  clinical  manifesta¬ 
tions  are  exhibited  until  some  weeks  or  months  after 
birth,  and  it  is  generally  not  until  the  second  year,  or  even 
later,  that  the  condition  reaches  its  full  development.  In 
some  of  the  worst  cases,  however,  some  defect  of  the  skin 
is  observed  at  birth.  Immediately  after  the  removal  of  the 
vernix  caseosa,  which  may  be  unusually  thick,  the  skin  is 
noticed  to  be  red,  smooth,  and  shining,  and  as  the  skin 
hardens  to  be  dry  and  rough.  In  the  most  exaggerated  form 
the  whole  surface  of  the  body  is  thickly  covered  with  fatty, 
epidermic  plates,  some  sixteenth  of  an  inch  in  thickness,  and 
these  splitting  both  vertically  and  horizontally  in  the  lines 
of  flexion  of  the  skin,  the  surface  is  broken  up  by  these 
fissures,  and  has  the  appearance  of  a  loosely  built  stone 
wall.  In  such  extreme  cases  as  this  the  child  is  born 
dead,  and  the  appearance  produced  by  these  lines  of 
Assuring  has  gained  for  it  the  name  of  “Harlequin  foetus.” 
When  the  defect  in  the  skin  is  not  quite  so  pronounced  as 
this,  it  may  not  be  too  great  to  be  incompatible  with  life,  and 
the  child  may  not  only  be  born  alive,  but  according  to  its 
severity  survive  for  a  short  or  long  period,  provided  that 
there  are  no  other  associated  congenital  defects  to  shorten 
existence. 

In  the  case  depicted  in  the  Plate,  although  of  unusual 
severity  at  birth,  the  child  survived  for  four  months. 

Frederick  T.  was  admitted  into  the  East  London  Hospital 
for  Children  on  February  28th,  1890,  when  he  was  one  month 
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old.  There  was  nothing  in  the  family  history  to  point  to  its 
being  hereditary,  though  seven  out  of  nine  children  had  died 
under  two  years  old,  but  it  is  not  stated  from  what  diseases 
they  suffered.  On  admission,  the  notes  state  that  the  child 
was  fairly  nourished  but  with  flabby  tissues ;  except  that  the 
ears  were  somewhat  misshapen,  the  child  was  well  formed. 
The  whole  of  the  epidermis,  however,  appeared  to  be  ex¬ 
foliating,  although  it  was  really  firmly  attached  everywhere, 
and  was  dry  and  smooth  as  if  the  child  had  been  thickly 
painted  with  collodion.  This,  however,  was  broken  up  by 
deep  sulci,  mostly  transverse  to  the  axis  of  the  body 
or  limbs,  following  in  fact  the  natural  folds  and  presenting 
detached  edges  at  the  axillse,  the  umbilicus,  the  thighs  just 
above  the  knees,  across  the  root  of  the  nose,  at  the  base  of 
the  neck  behind,  and  at  the  heels.  There  was  some  redness 
of  the  skin  about  the  genitals  and  the  adjacent  parts  of  the 
thighs,  possibly  due  to  the  napkin,  and  the  soles  and  palms 
were  also  somewhat  erythematous,  dry,  and  shining.  There  was 
slight  ectropion  from  contraction  of  the  tissues,  and  from  a 
similar  cause  the  lips  also  did  not  close  ;  the  cry,  however,  was 
quite  clear,  and  there  was  only  very  slight  snuffling.  As  before 
stated,  the  ears  were  somewhat  misshapen,  and  there  was 
complete  absence  of  the  lower  lobe.  Cod  liver  oil  was  ordered 
to  be  rubbed  into  the  skin,  and  every  effort  was  made  to 
improve  the  child’s  nutrition.  But  all  attempts  in  this 
direction  failed,  although  the  skin  was  made  somewhat 
smoother  by  the  inunction,  and  the  child  gradually  wasted, 
and  died  on  April  27th. 


ICHTHYOSIS  CONGENITA 


VERlfUCfiG. 


TIT ARTS  are  circumscribed  papillary  out-growths  which, 
except  in  moist  situations,  have  a  hard,  horny  covering. 
They  present  considerable  differences  in  form  and  size,  and 
may  be  convex,  flat,  digitiform  or  filiform,  or  cauliflower¬ 
like.  Three  varieties  are  represented  in  this  Plate. 

Figure  1  represents  the  most  common  form,  verruca 
vulgaris,  and  the  much  less  common  variety,  verruca  plana. 
The  common  wart  is  familiar  even  to  the  laity,  and  needs 
no  long  description ;  it  occurs  chiefly  on  the  back  of  the 
hands,  less  often  on  the  palms  and  on  the  face,  i.e.,  the  exposed 
parts  of  the  body.  It  is  usually  evenly  convex  and  sessile, 
but  it  may  be  more  or  less  distinctly  pedunculated,  and  its 
component  papillae  more  prominent  in  some  parts  than  others. 
Warts  are  seldom  larger  than  a  pea  and  often  much  smaller. 
They  are  often  more  numerous  than  in  the  present  Figure. 

Verruca  plana  is  much  less  common  than  the  preceding. 
The  lesions  are  generally  very  numerous  and  aggregated 
into  patches,  and  are  situated  most  frequently  on  the  fore¬ 
head,  but  may  appear  on  other  parts  of  the  face,  or  on  the 
back  of  the  hands.  They  are  very  slightly  elevated,  and  in 
young  people  are,  as  in  the  Plate,  very  small,  square,  and 
like  lichen  planus,  for  which  they  may  easily  be  mistaken 
as  far  as  their  general  appearance  is  concerned  ;  but  lichen 
planus  is  very  rare  on  the  face,  and  never  occurs  except  in 
the  most  aggravated,  generalised  cases.  Moreover,  close 
observation  reveals  the  absence  of  any  signs  of  inflammation 
in  the  warts,  and  in  some  of  them,  at  all  events  with  a 
lens,  their  warty  character  is  quite  recognisable.  In  the 
present  instance,  they  did  not  occur  on  the  girl  shown  on 
the  Plate,  but  on  the  same  position  on  a  boy,  but  it  was 
not  worth  while  to  have  a  separate  figure  for  them.  The 
boy  suffered  from  lupus  vulgaris  and  other  tubercular  mani¬ 
festations,  and  was  injected  with  tuberculin  when  that 
material  was  on  its  trial.  After  the  second  injection  the  warts 
shelled  off  during  the  subsidence  of  the  reaction  and  never  came 
again.  They  had  been  present  for  several  years,  without  any 
change  up  to  the  time  of  the  tuberculin  injection.  The  boy  had 
a  high  temperature  and  the  papulo-erythematous  rash  which 
sometimes  appeared  after  the  injections,  but  the  exfoliation 
of  the  warts  did  not  appear  to  be  a  part  of  the  peeling 
process  which  ensued  after  the  general  rash. 

Common  warts  can  generally  be  treated  successfully  by 
the  local  application  of  caustics,  such  as  saturated  solutions 
of  chromic  acid  or  salicylic  acid  ;  or  glacial  acetic  acid  or 
ethylate  of  sodium  may  be  cautiously  applied  with  a  match. 

Warts  are  often  associated  with  constipation,  and  then 
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it  is  well  worth  while  trying  the  magnesium  sulphate 
treatment,  in  which  a  sufficient  quantity  is  taken  twice  or 
thrice  a  day  to  produce  two  or  three  loose  motions  per  diem. 
The  warts  will  often  rapidly  disappear  under  this  treatment, 
shrinking  and  dropping  off. 

Senile  warts  are  shown  in  Figure  2.  They  are  almost 
invariably  associated  with  other  signs  of  a  degenerated  skin, 
such  as  dryness,  sometimes  with  branny  desquamation, 
thinning  and  wrinkling  in  fine  lines  from  loss  of  elasticity ; 
crimson  vascular  spots,  molluscum  simplex  or  then’  empty 
sacs,  pigmentation,  either  diffuse  or  in  circumscribed  patches 
or  freckle-like,  from  a  pin’s  head  to  a  pea  in  size,  and 
an  atheromatous  change  of  the  epithelial  cells  in  the  face, 
are  also  frequent.  The  warts  are  usually  flat,  very  slightly 
raised  above  the  level  of  the  skin,  generally  pigmented, 
sometimes  deeply ;  indeed  this  is  usually  the  most  striking 
feature,  the  pigment  being  of  any  tint  between  pale  fawn, 
yellowish  brown  or  sepia  to  almost  black.  In  some  instances, 
they  are  raised  considerably  above  the  surface,  perhaps 
pedunculated,  and  distinctly  papillomatous  or  even  cauliflower¬ 
like.  The  commonest  positions  are  the  back,  especially  the 
interscapular  region,  as  in  the  Plate,  the  back  of  the  arms, 
and  less  abundantly  on  the  legs  also. 

The  patient  from  whom  the  drawing  was  made  was  a 
woman,  set.  54,  but  looking  much  older,  who  was  admitted 
to  University  College  Hospital  under  my  late  colleague, 
Mr.  Marcus  Beck.  She  was  suffering  from  a  chronic  abscess 
under  the  breast  with  a  sinus  leading  to  a  carious  rib  and 
into  the  thoracic  cavity. 

The  pigmented  warts  depicted  were  then  noticed,  not  only 
on  the  back  but  on  the  front  of  the  trunk.  Besides  the 
flat  warts  there  were  on  the  abdomen  and  lower  part  of 
the  thorax  several  papillomatous  growths  with  horny  tips, 
like  the  large  one  in  the  drawing.  There  were  also  a 
number  of  small  pedunculated  warts  on  the  front  of  the 
neck,  and  all  were  more  or  less  pigmented. 

In  structure,  the  rete  cells  are  increased  more  than  the 
horny  cells,  and  there  is  great  infiltration  of  the  epithelial 
cells  with  fat.  These  warts  are  often  the  seat  of  intense 
pruritus,  especially  when  senile  pruritus  is  present  in  the 
skin  generally.  The  warts  themselves  seldom  require  inter¬ 
ference,  unless  they  take  on  malignant  growth.  Any  sign 
of  active  growth  in  these  degenerate  structures  therefore 
should  be  the  signal  for  their  instant  removal.  Intense 
pruritus  in  them  may  be  relieved  by  painting  them  with 
camphor  chloral. 
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SCLERODERMA  CIRCUMSCRIPTUM. 


Synonyms,  MORPHCEA ;  KELOID  OF  ADDISON. 


pIRCUMSCRIBED  SCLERODERMA  differs  very  consider¬ 
ably  in  the  details  of  its  symptomatology,  but  there  is  a 
general  resemblance  in  its  main  characteristics.  It  occurs 
in  two  chief  forms,  in  patches  and  in  bands,  which  may 
co-exist  in  the  same  case. 

The  patches  are  more  common,  and  represent  the  more 
typical  form  of  the  disease.  As  usually  seen,  they  are  from 
half  to  two  inches  in  diameter,  and  appear  gradually  without 
subjective  symptoms,  and  unless  in  an  exposed  position  may 
not  attract  attention  until  they  are  fully  developed.  They 
are  very  variable  in  outline,  but  the  oval  form  is  the  most 
common  shape.  It  is  of  a  dead  or  old  ivory  white  colour, 
bordered  with  a  narrow  violet,  lilac,  or  pink  zone,  which  is 
made  up  of  minute  dilated  vessels.  In  some  cases,  this  violet 
vascularity  occupies  large  areas,  and  precedes  for  some  time 
the  more  characteristic  ivory  white,  sclerodermatous  patches. 
The  latter  form  with  a  gradual  paling  of  the  surface,  and 
at  first  there  is  no  perceptible  alteration  in  the  texture,  or, 
if  there  is  any,  it  is  a  slight  thinning;  gradually,  however, 
in  the  majority  of  cases,  the  ivory  whiteness  becomes  more 
pronounced,  and  the  affected  part  feels  hardened  and  thickened. 
This  sclerotic  change  may  be  very  superficial  where  the  skin 
is  thin,  as  in  the  supra-clavicular  region,  and  then  it  feels 
like  parchment,  or  it  may  be  much  thicker  and  feel  like  a 
piece  of  stiff  leather.  While  in  the  majority  of  cases,  the 
patches  are  white,  or  of  an  old  ivory  tinge,  in  others,  they 
may  be  partially  or  completely  pigmented,  of  various  tints, 
— yellow,  brown,  or  black,  and  even  purple  and  green  have 
been  recorded.  The  patches  are  generally  not  adherent  to 
the  subjacent  tissues,  and  the  older  patches  are  slightly  raised 
in  the  centre  above  the  surrounding  tissue ;  but  adhesion 
sometimes  takes  place,  especially  in  the  centre,  and  a  de¬ 
pression  instead  of  an  elevation  is  the  result.  There  is  great 
variation  also  in  the  distribution  ;  in  the  majority  of  the  cases 
the  patches  are  unsymmetrically  placed.  But  on  the  one 
hand  they  are  sometimes  quite  symmetrical,  while  in  others 
they  are  unilateral,  and  are  distributed  in  some  nerve  domain, 
like  a  herpes  zoster.  The  ophthalmic  division  of  the  fifth  is 
the  most  common  example  of  this  distribution  (see  Plate  XLIX.) 
The  patches  may  be  solitary  or  numerous,  scattered  over  a 
large  area  or  aggregated,  and  perhaps  coalescing  into  a  large 
irregular  surface.  The  violet  zone  may  be  completely  absent, 
or  much  wider  or  more  conspicuous  than  usual.  If  the 
patches  enlarge,  they  do  so  by  the  formation  of  minute 
atrophic  spots  in  the  neighbourhood,  that  gradually  thicken 
and  coalesce  with  the  main  patches.  The  skin  over  the 
patch  is  harsh  and  dry,  and  sweating  is  completely  absent 
upon  it. 

The  band  form  differs  considerably  from  the  patch  form. 
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There  is  usually  only  a  single  band  adherent  to  the  subjacent 
tissues,  and  sunk  into  a  sulcus  below  the  surface,  but  where 
non-adherent  it  may  be  raised  up  into  a  ridge.  When  it 
affects  a  limb  it  may  extend  throughout  its  whole  length 
or  one  of  its  segments.  When  in  a  soft  structure,  such  as 
the  breast,  it  sinks  deeply  into  it,  and  looks  like  a  cicatrix ; 
while  on  the  forehead  it  may  either  form  two  bands  in  the 
distribution  of  the  supra-orbital  nerves,  or  these  two  bands 
may  coalesce  into  one  broad  one. 

Figure  1  represents  a  case  of  the  band  form  on  the 
inner  surface  of  the  leg.  The  patient,  Robert  C.,  aged  eighteen, 
was  a  strong,  healthy  looking  labourer.  The  disease  had 
been  developing  gradually  for  about  a  year  before  he  applied 
to  the  hospital,  but  in  the  last  two  months  it  had  spread 
more  rapidly.  He  was  not  aware  of  its  having  been  preceded 
by  any  injury,  though  he  often  knocked  himself  at  his  work, 
and  as  far  as  he  knew  it  came  spontaneously.  The  diseased 
area  consisted  apparently  of  several  bands  which  had  coalesced 
into  a  broad,  single,  irregularly  outlined  one.  The  anterior 
margin  was  slightly  depressed  below  the  surface,  and  the 
skin  was  very  hard  and  tense,  but  not  uniformly  so.  The 
inner  area  was  somewhat  irregularly  pigmented,  and  there 
was  a  zone  of  reddened  tissue  round  it,  but  individual  vessels 
were  not  discernible. 

Figure  2  represents  the  patch  form  in  its  typical 
aspects. 

Elizabeth  P.,  aged  five  years,  was  the  child  of  poor 
parents,  but  lived  fairly  well.  She  was  brought  to  the 
East  London  Hospital  for  Children  in  October  1889,  and, 
according  to  her  mother’s  account,  the  disease  began  nearly 
two  years  previously  on  the  right  foot,  on  the  site  of  a  scar 
on  the  ankle  where  she  had  received  a  blow.  Very  soon 
afterwards  a  patch  was  noticed  on  the  chest,  and  the  disease 
as  a  whole  had  gradually  increased  ever  since.  When  first 
seen  the  patches  had  the  following  distributions  and  char¬ 
acters  : — All  the  affected  areas  were  on  the  right  side.  On 
the  chest,  corresponding  to  the  third  rib  space,  was  an 
elongated  irregular  patch  about  four  inches  long,  in  which 
the  skin  was  white  and  glistening,  with  very  slight  induration 
when  pinched  up ;  there  were  numerous  outlying  white 
small  spots  in  the  neighbourhood,  very  slightly  sunk  below 
the  surface.  In  the  first  rib  space,  there  was  an  oval  spot 
half  an  inch  in  diameter,  with  slight  pigmentation  round  it ; 
another  in  the  axilla,  of  the  size  of  a  shilling,  and  a  faint 
one  on  the  inner  side  of  the  arm.  On  the  abdomen  there 
was  a  patch  of  pigmentation  only,  corresponding  with  the 
distribution  of  an  abdominal  nerve,  and  sloping  towards 


the  umbilicus,  where  there  was  an  irregular  group  of  the 
characteristic  atrophic  white  spots.  On  the  pubes,  there  was 
an  irregular  area  of  the  disease,  extending  in  patches  from 
the  middle  line  to  the  right  groin,  partly  white  and  partly 
brownly  pigmented,  and  characteristically  parchment-like. 
On  the  skin  over  the  middle  of  the  leg  in  front,  was  an 
area  of  four  or  five  square  inches,  consisting  of  an  aggrega¬ 
tion  of  spots  half  an  inch  in  diameter,  each  bordered  by 
slight  pigmentation.  On  the  foot,  besides  the  ankle  patches 
shown  in  the  drawing,  the  dorsum  of  the  foot  was  affected 
for  about  four  inches.  Posteriorly  over  the  hip  and  gluteal 
fold  was  an  irregular  aggregation  of  white  spots,  occupying 


an  area  two  inches  long  and  half  an  inch  across ;  above 
the  popliteal  space  there  was  a  patch  an  inch  and  a  half 
in  diameter.  In  the  drawing,  the  aggregation  of  white 
atrophic  spots  are  to  be  noted,  as  they  usually  precede  the 
development  of  the  characteristic  ivory  white  patches,  as 
shown  below  the  ankle.  The  treatment  of  this  disease  is 
not  very  satisfactory,  but  it  tends  to  get  well  in  the  course 
of  months  or  years.  Moderate  friction  with  oleaginous  sub¬ 
stances  facilitates  involution,  and  Turkish  baths  with  the 
concomitant  shampooing  are  useful.  Internal  remedies  seem 
to  have  little  if  any  effect,  but  it  is  always  wise  to  keep  up 
a  high  standard  of  health  and  circulation. 


PLATE  XLVIII. 


SCLERODERMA  CIRCUMSCRIPTUM. 


m 

-&<  ■  •  i  - 

-  v  f. 


?  « 


‘  1  '*  '  v  ;  C-  '  w  •  <  *  .  fc  *  ■  v  ~  N 

*  *  .  .  •  -  •  -  .*  . 

I 

■ 

, 

. 

4  *  V  ■  .  .  1  -  .  }••  ^ 

^  *  „  •  ;-,v  .  4  -  •  r  ‘*  *i  *  ’  *•  .  * 

.  •,  * 

■ 

• _  ~ 

- 


-9  . 


!> 


> 


.  * 


;* 


*V 


~ 

:& 

•  » 

..  Hr  - 

:  ■ 


'- '  ,  i 


v  • 


*» 


% 


4 

* 


•'*  4 


« 


, 


- 


' 

y 


•  . 


V 


■ 


n/ 

. 

. 


SECTION  V: 


SKS 


OF  THE 


In  a  Series  of  Illustrations  from 

j  j 

with  Descriptive  Letterpress . 


rs 


s  j 


BY 


H.  RADCLIFFE  CROCKER,  M.D.,  F.R.C.P., 

ro  THE  DEPARTMENT  FOR  DISEASES  OF  THE  SKIN,  UNIVERSITY  COLLEGE  HOSPITAL,  LONDON. 


:  A 


■ 


1 


y\- 


■ 


.  i  - 


■ 


' 


CV/sV 


•  9  ■ 


i: 

V 


SH? 


THE  BRITISH  ASSOCIATION  OF 
DERMATOLOGY 

THE  WILLAN  LIBRARY 


Presented  by 


Atlas 

OF  THE 

Diseases  of  the  Skin 

In  a  Series  of  Illustrations  from  Original  Drawings 

with  Descriptive  Letterpress. 


BY 

H.  RADCLIFFE  J0ROCKER,  M.D.,  F.R.C.R, 

PHYSICIAN  TO  THE  DEPARTMENT  FOR  DISEASES  OF  THE  SKIN,  UNIVERSITY  COLLEGE  HOSPITAL,  LONDON. 


VOLUME  SECOND. 


LONDON: 

THE  CANTON  PUBLISHING  CO., 

84,  85,  86  CHANCERY  LANE,  W.C. 


1  903. 


I 


\ 


% 


* 


CONTENTS  OF  VOLUME  SECOND. 


Plate  XLIX.— SCLERODERMA  CIRCUMSCRIPTUM 
(MORPHCEA). 

Fig.  1.  Disease  of  three  months’  duration 
Fig.  2.  The  same  case  two  years  later. 

Plate  L.— ELEPHANTIASIS  TROPICA. 

Plate  LI.— ELEPHANTIASIS  ET  ICHTHYOSIS. 

Fig.  1.  Elephantiasis. 

Fig.  2.  Ichthyosis  (leg). 

Plate  LIE— MYXCEDEMA  ET  LENTIGO. 

Fig.  1.  Myxoedema. 

Fig.  2.  Lentiginous  pigmentation. 

Plate  LIIL—  PIGMENT  ANOMALIES. 

Fig.  1.  Chloasma  uterinum. 

Fig.  2.  Leucoderma  et  Melanoderma. 

Plate  LIV.— ACANTHOSIS  NIGRICANS. 

Fig.  1.  Acanthosis  nigricans. 

Fig.  2.  Showing  distribution  of  pigmentation  (front). 
Fig.  3.  Showing  distribution  of  pigmentation  (back). 

Plate  LV.— MOLES. 

Fig.  1.  Papillary  pigmented  mole. 

Fig.  2.  Unpigmented  convoluted  mole  (side  view). 

Fig.  3.  Unpigmented  convoluted  mole  (front  view). 

Plate  LVI.— XERODERMA  PIGMENTOSUM. 

Plate  LVIL— MOLLUSCUM  CONTAGIOSUM  ET 
NiEVUS  VASCULARIS. 

Fig.  1.  Molluscum  contagiosum. 

Fig.  2.  Molluscum  contagiosum  (suppurating). 

Fig.  3.  Nsevus  vascularis  (front  view). 

Fig.  4.  Nsevus  vascularis  (back  view). 

Plate  LVIIL—  XANTHOMA. 

Fig.  1.  Xanthoma  planum  palpebrarum. 

Fig.  2.  Xanthoma  lineare  (palm). 

Fig.  3.  Xanthoma  tuberosum  (knee). 

Fig.  4.  Xanthoma  congenitale  (abdomen). 

Plate  LIX.— XANTHOMA  DIABETICORUM. 

Plate  LX.— LUPUS  VULGARIS  WITH  EPITHELIOMA. 

Plate  LXL— LUPUS  VULGARIS. 

Fig.  1.  Lupus  vulgaris  with  multiple  foci  (face). 

Fig.  2.  Nodular  lupus  vulgaris  of  thigh  (early  stage). 
Fig.  3.  Lupus  papillomatosus  of  buttock. 

Plate  LXIL— TUBERCULOSIS  CUTIS. 

Fig.  1.  Lupus  scrofulosorum. 

Fig.  2.  Chronic  scrofuloderma. 

Fig.  3.  Tubercular  ulcer. 


Plate  LXIII.^LUPUS  VULGARIS. 

Fig.  1.  Lupus  vulgaris  (scrofulosorum). 

Fig.  2.  Lupus  vulgaris  (scrofulosorum). 

Fig.  3.  Lupus  papillomatosus. 

Fig.  4.  Lupus  verrucosus. 

Plate  LXIV— LUPUS  ERYTHEMATOSUS  SEBACEUS. 

Plate  LXV— LUPUS  ERYTHEMATOSUS. 

Fig.  1.  Lupus  erythematosus  like  erythema  nodula- 
tum. 

Fig.  2.  Lupus  erythematosus  (nose  and  cheeks). 

Fig.  3.  Lupus  erythematosus  (scalp). 

Plate  LXVL— LUPUS  ERYTHEMATOSUS. 

Fig.  1.  Resembling  erythema  nodulatum  (face). 

Fig.  2.  Sebaceous  form  (nose). 

Fig.  3.  Psoriasiform  on  breast. 

Plate  LXVIL— LUPUS  ERYTHEMATOSUS. 

Fig.  1.  Back  of  hands. 

Fig.  2.  Nodules  on  nape,  from  same  case. 

Figs.  3  and  4.  Back  of  hands  in  congestive  stage. 

Plate  LXVIIL—  SCROFULODERMA. 

Fig.  1.  Chronic  scrofulous  ulceration. 

Fig.  2.  Lujms  verrucosus. 

Fig.  3.  Verruca  necrogenica. 

Plate  LXIX.— LEPRA  TUBERCULATUM. 

Fig.  1.  Tuberculated  leprosy  (face). 

Fig.  2.  Tuberculated  leprosy  of  hand. 

Plate  LXX.— LEPRA  NON-TUBERCULATUM. 

Plate  LXXL— TELANGIECTASES. 

Fig.  1.  Multiple  telangiectases. 

Fig.  2.  Telangiectic  form  of  lupus  erythematosus 

Plate  LXXIL— KELOID  E  CICATRICE. 

Plate  LXXIIL— FIBROMA. 

Fig.  1.  Fibroma  (back). 

Fig.  2.  Fibroma  pendulum  (side). 

Fig.  3.  Fibroma  pendulum  (face). 

Fig.  4.  Fibroma. 

Plate  LXXIV.— LYMPHANGIECTODES. 

Fig.  1.  Right  side. 

Fig.  2.  Slightly  magnified  group. 

Fig.  3.  Nape  of  neck. 

Fig.  4.  Left  side. 

Fig.  5.  Lower  lip. 

Plate  LXXV.— PAPILLOMA  WITH  XERODERMA 
PIGMENTOSUM. 


Plate  LXXVL— RODENT  ULCER,  EPITHELIOMA,  ETC. 
Fig.  1.  Rodent  ulcer  nodule. 

Fig.  2.  Rodent  ulcer  (face). 

Fig.  3.  Rodent  ulcer  (head  and  face). 

Fig.  4.  Epithelioma  (crateriform  ulcer). 

Fig.  5.  Epithelioma  like  rodent  ulcer. 

Fig.  6.  Epithelioma  on  rodent  ulcer. 

Fig.  7.  Epithelioma  of  lip. 

Fig.  8.  Paget’s  disease  affecting  scrotum. 

Plate  LXXVIL— SARCOMA  CUTIS. 

Fig.  1.  Melanotic  sarcoma. 

Fig.  2.  Secondary  sarcoma. 

Plate  LXXVIII.—  MYCOSIS  FUNGOIDES. 

Plate  LXXIX.— CHROMIDROSIS  OR  SEBORRHCEA 

NIGRICANS. 

Plate  LXXX.— SEBORRHCEIC  DERMATITIS. 

Fig.  1.  Seborrhoea  eczemaformis. 

Fig.  2.  Eczema  palmaris  sen  rimosum. 

Plate  LXXXL— SEBORRH(EIC  DERMATITIS. 

Fig.  1.  Seborrhoea  psoriasiformis. 

Fig.  2.  Seborrhoea  lichenoides. 

Plate  LXXXIL— SEBORRHCEIC  DERMATITIS — var. 

Seborrhoea  papulosa  seu  lichenoides. 

Plate  LXXXIIL— MILIUM,  ETC. 

Fig.  1.  Milium  in  an  infant. 

Fig.  2.  Grouped  milium  of  eyelids. 

Figs.  3  and  4.  Grouped  milium  after  pemphigus. 

Fig.  5.  Grouped  comedones  of  childhood. 

Plate  LXXXIV.—  ACNE  VULGARIS. 

Fig.  1.  Acne  vulgaris  (back). 

Fig.  2.  Acneiform  folliculitis  (buttock). 

Plate  LXXXV.— ACNE  ROSACEA— RHINOPHYMA. 

Fig.  1.  Acne  rosacea. 

Fig.  2.  Rhinophyma. 

Fig.  3.  Rhinophyma. 

Plate  LXXXVL—  ACNE  VARIOLIFORMIS. 

Fig.  1.  Acne  varioliformis  of  the  face. 

Fig.  2.  Acne  varioliformis  of  the  trunk. 

Fig.  3.  Acne  varioliformis  of  the  head. 

Plate  LXXXVIL—  ADENOMA  SEBACEUM. 

Fig.  1.  Adenoma  sebaceum. 

Fig.  2.  Follicular  fibroma  of  back  of  Fig.  1. 


Plate  LXXXVIIL— FOLLICULITIS  FT  MORBI 

LINGUAE. 

Fig.  1.  Anthracoid  folliculitis. 

Fig.  2.  Coccogenic  folliculitis  (eyebrow). 

Fig.  3.  Coccogenic  sycosis. 

Fig.  4.  Lichen  planus  of  tongue. 

Fig.  5.  Lichen  planus  of  buccal  mucous  membrane. 
Fig.  6.  Smoker’s  tongue  (so-called  psoriasis  linguae). 
Fig.  7.  Mapped  tongue  (so-called  ringworm). 

Fig.  8.  Xerostomia. 

Fig.  9.  Lepra  of  tongue. 

Plate  LXXXIX.— ALOPECIA  AREATA. 

Fig.  1.  Common  or  patch  form. 

Fig.  2.  Band  form. 

Plate  XC.— DISEASES  OF  THE  NAILS. 

Fig.  1.  Chronic  eczema. 

Fig.  2.  Chronic  psoriasis. 

Fig.  3.  Spoon  nails. 

Fig.  4.  Chronic  onychitis. 

Figs.  5-7.  Psoriasis. 

Fig.  8.  Ridged  nails. 

Fig.  9.  Palmar  eczema. 

Fig.  10.  Nails  from  Fig.  11. 

Fig.  11.  Bullous  dermatitis. 

Fig.  12.  Tinea  unguium. 

Fig.  13.  Nails  in  a  case  of  congenital  atrophy  of  skin, 

Plate  XCI.  FAVUS  ET  TINEA  SYCOSIS. 

Fig.  1.  Favus  of  the  scalp. 

Fig.  2.  Favus  of  the  smooth  skin. 

Fig.  3.  Tinea  sycosis. 

Fig.  4.  Tinea  sycosis. 

Plate  XCIL— TINEA  TONSURANS. 

Fig.  1.  Tinea  tonsurans  (circumscribed). 

Fig.  2.  Tinea  tonsurans  (stumps  magnified). 

Fig.  3.  Tinea  tonsurans  (diffuse). 

Fig.  4.  Tinea  tonsurans  (kerion). 

Plate  XC1II.  -TINEA  CRURIS  ET  LARVA  MIGRANS. 
Fig.  1.  Tinea  cruris. 

Fig.  2.  Larva  migrans  (thigh). 

Fig.  3.  Larva  migrans  (abdomen). 

Plate  XCIV.— TINEA  CIRCINATA. 

Fig.  1.  Nape. 

Fig.  2.  Circular  patch. 

Fig.  3.  Forearm. 

Fig.  4.  Chest  and  abdomen. 

Plate  XCV.— TINEA  VERSICOLOR. 

Plate  XCVL—  SCABIES. 

Fig.  1.  Scabies  in  an  infant  (face  and  arm). 

Fig.  2.  Scabies  in  an  adult  (hand). 


SCLERODERMA  CIRCUMSCRIPTUM  (MORPHCEA). 


A  B.,  aged  8  years,  came  as  an  out-patient  to  University 
College  Hospital  on  June  15th,  1892.  The  mother 
stated  that  three  months  previously  she  first  noticed  the 
inner  band  in  the  middle  of  the  forehead,  and  it  has  since  then 
gradually  extended,  reaching  the  end  of  the  nose  only  about 
a  week  ago.  The  band  in  the  course  of  the  supra-orbital 
branch  came  a  month  or  six  weeks  later  than  the  inner  band. 

The  lesion  consists  of  two  bands,  both  quite  white  and 
smooth,  sharply  defined  at  the  borders  on  the  forehead, 
very  slightly  depressed  below  the  surface  of  the  normal  skin, 
and  distinctly  firmer  to  the  touch.  The  inner  one  extends 
upwards  on  to  the  scalp  for  rather  more  than  an  inch,  and 
varies  in  width  from  three-quarters  of  an  inch  at  the  upper 
part  to  one  third  of  an  inch  at  the  root  of  the  nose.  It  then 
again  widens  out  and  extends  nearly  all  over  the  left  side 
of  the  nose.  Its  cheek  border  shades  off  into  the  healthy 
skin,  while  on  the  right  border  it  extends  a  little  over  the 
middle  line,  and  is  not  so  sharply  defined  as  it  is  on  the 
forehead.  Near  the  tip  of  the  nose  is  a  reddened  patch  slightly 
excoriated,  about  a  quarter  of  an  inch  square,  and  near  the 
root  is  a  small  brownish  area  a  little  more  sunk  than  the  rest. 

The  supra-orbital  band  is  wider  than  the  other,  and 
nearly  uniformly  three-quarters  of  an  inch  across.  It  extends 
from  the  eyebrow  to  about  2  inches  beyond  the  hair-line  of 
the  scalp.  There  are  no  sensory  symptoms,  and  no  vascular 
border.  The  child  is  perfectly  well,  but  never  strong,  and  no 
cause  could  be  assigned  for  the  affection.  On  January  3rd, 
1892,  after  four  month’s  absence  from  the  Hospital,  a  small 
white  patch,  the  size  of  a  finger-tip,  made  up  of  three  pea¬ 
sized  patches,  developed  on  the  lower  lip  to  the  right  of 
the  median  line,  and  an  ill-defined  area  appeared  in  front  of 
the  angle  of  the  left  jaw  and  extended  to  the  ear.  The 
forehead  patches  also  were  wider. 

Figure  2  illustrates  the  same  case  when  she  came  exactly 
two  years  later,  on  June  16th,  1894,  when  the  child  was  ten 
years  old,  and  the  disease  had  been  in  existence  two  and  a 
quarter  years.  The  band  down  the  centre  of  the  forehead 
and  nose  had  contracted  considerably,  and  was  now  only  half 
an  inch  at  the  widest,  and  narrowing  below  to  a  quarter  of 
an  inch  at  the  root  of  the  nose.  On  the  nose  itself  contraction 
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had  occurred  longitudinally  as  well  as  laterally,  so  that  the  tip 
of  the  nose  was  considerably  tilted  upwards.  The  patch  extend¬ 
ing  from  the  supra-orbital  notch  was  only  half  an  inch  across 
at  its  widest,  and  both  bands  instead  of  being  ivory  white  had 
become  pigmented,  and  were  of  a  dirty  yellow  colour.  There 
was  also  a  pinkish  border  a  quarter  of  an  inch  wide  on  the 
outer  side  of  the  supra-orbital  band,  and  one  an  eighth  of 
an  inch  wide,  on  the  forehead  part  of  the  middle  portion  of 
the  central  band.  A  slight  groove  in  the  adjoining  healthy 
skin  was  produced  by  the  contraction  of  the  diseased  portion 
in  the  central  area.  On  the  left  cheek,  extending  from  the 
level  of  the  external  auditory  meatus  to  half  way  down  the 
lower  jaw,  the  skin  was  wdiite  and  atrophic,  and  seemed 
slightly  thinned  when  pinched  up.  There  was  a  yellowish  border 
a  third  of  an  inch  wide,  and  near  the  ear  a  roughly  triangular 
area  with  a  base  one  inch  wide,  and  the  apex  directed 
upwards.  In  this  area  also,  no  perceptible  difference  in 
texture  could  be  felt,  and  there  was  certainly  no  sclerosis 
or  thickening.  Pigmentation  extended  down  the  neck  for 
about  an  inch,  and  shaded  off  gradually  to  the  normal  colour. 
There  was  also  a  small  white  patch  on  the  side  of  the  neck, 
just  in  front  of  the  anterior  border  of  the  sterno-mastoid 
muscle.  This,  when  pinched  up,  could  be  felt  to  be  slightly 
thickened,  and  there  was  a  yellowish  pigmentation  at  its 
border.  In  the  centre  of  the  lower  lip,  just  below  the  pink 
rim,  there  was  a  distinct  pit  about  a  quarter  of  an  inch  in 
diameter,  which  marked  the  site  of  what  was  formerly  a  white 
patch ;  it  now  looked  like  a  scar  with  slight  pigmentation 
in  the  centre.  There  did  not  appear  to  be  any  perceptible 
change  in  texture,  except  perhaps  at  the  rim  of  the  pit,  which 
was  slightly  indurated. 

Whilst  this  case  illustrates  well  the  cicatricial  changes 
which  are  liable  to  occur  in  untreated  cases,  it  must  not  be 
supposed  that  such  a  change  is  inevitable.  Although  medicine 
does  not  appear  to  have  any  effect  on  the  morbid  change 
in  the  skin,  persevering  friction  with  oleaginous  substances 
often  has  a  marked  effect,  and  if  the  mother  had  carried  out 
this  treatment,  much,  if  not  all,  of  the  diseased  skin  would 
have  recovered,  and  in  any  case  the  adhesions  to  the  subjacent 
tissues,  and  the  contraction  would  have  been  in  great  part, 
if  not  entirely,  avoided. 


PLATE  XLIX 


ELEPHANTIASIS  TROPICA. 


Synonyms:  ELEPHANTIASIS  ARABUM ; 

LEPHANTIASIS  is  a  pathological  condition  leading  to 
overgrowth  of  the  tissues,  which  is  produced  by  the 
blocking  of  the  lymphatics  of  the  part  quite  independent  of 
the  cause  of  that  blocking.  When  the  obstruction  is  in  the 
deep  or  trunk  lymphatics,  while  the  enlargement  is  often 
very  great,  as  in  the  present  Plate,  the  surface  remains 
smooth,  but  when  the  superficial  lymphatics  are  involved, 
there  is  papillary  overgrowth  at  the  surface.  In  the  tropical 
form  the  cause  of  the  obstruction  is  usually,  if  not  always, 
produced  by  the  presence  of  the  mature  filaria  sanguinis 
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ELEPHANT  LEG;  BARBADOES  LEG. 

hominis  in  the  lymphatic  trunk.  From  its  frequency  in 
Barbadoes,  it  has  sometimes  been  called  the  Barbadoes  Leg, 
and  the  drawing  in  the  present  Plate  was  taken  from  the 
limb  which  had  been  amputated  in  Barbadoes  from  one  of 
the  native  negroes  resident  there.  There  was  no  history 
appended  to  the  specimen,  but  there  can  be  no  doubt  that 
it  was  due  as  usual  to  the  presence  of  the  filaria  sanguinis 
hominis.  The  form  with  papillary  overgrowth  is  shown  in 
the  next  Plate. 


PLATE  L. 


ELEPHANTIASIS  TROPICA. 


s 


ELEPHANTIASIS  ET  ICHTHYOSIS. 


TT  has  already  been  pointed  out  that  when  the  deep  lym¬ 
phatics  only  are  involved,  the  smooth  type  of  Elephantiasis 
is  produced  which  has  already  been  exemplified  in  the 
preceding  Plate,  but  when  the  superficial  lymphatics  are 
blocked,  not  only  is  there  general  enlargement  of  the  limb,  but 
there  is  hypertrophic  growth  of  the  papillae  of  the  skin,  and 
these  are  crowned  with  horny  epithelium,  so  that  a  diffuse 
warty  condition  is  produced  more  or  less  extensively  over  the 
affected  limb. 

The  present  Plate,  Figure  1,  is  an  illustration  of  a  case  of 
this  kind.  The  patient  was  a  woman  of  about  55  years  of  age, 
who  was  admitted  into  University  College  Hospital  on  October 
17th,  1893.  There  was  nothing  special  in  her  general  history 
except  that  she  was  a  person  who  had  seen  better  days  ;  but  she 
had  been  subject  to  eczema  of  the  leg  for  a  great  many  years, 
while  the  present  condition  of  general  enlargement  of  the  limb 
below  the  knee,  and  the  diffuse,  warty  growths  represented  in  the 
drawing,  had  been  developing  during  the  last  half  dozen  years, 
and  had  gradually  reached  their  present  intensity.  The  limb 
gave  her  no  pain,  as  a  rule,  unless  there  was  an  exacerbation 
of  the  surface  inflammation,  but  the  weight  and  size  of  it 
naturally  interfered  seriously  with  her  progression.  The 
eczematous  condition  which  was  the  origin  of  the  whole  trouble 
is  still  visible  at  the  upper  part  of  the  leg  near  the  knee,  but 
the  inflammation  at  the  time  of  her  admission  was  not  very 
active. 

Efforts  to  ameliorate  the  condition  were  made  as  follows  : — - 
An  emulsion  of  salicylic  acid  and  glycerine  was  applied  on  lint 
to  the  warty  growth ;  after  some  days  the  epidermis  was 
thoroughly  softened  and  was  picked  off  with  forceps,  as  far  as 
was  practicable  without  giving  her  pain  or  making  it  bleed. 
When  this  had  been  repeated  until  the  greater  part  of  the 
horny  epidermis  had  been  removed,  the  bare  papillae  were 
sprinkled  with  iodoform,  covered  with  lint,  and  then  a  bandage 
firmly  applied  so  as  to  produce  considerable  pressure.  The 
process  was  repeated  and  the  treatment  continued  for  some 
weeks,  and  considerable  improvement  was  produced ;  the  limb 
was  reduced  in  size,  and  a  great  part  of  the  warty  growth 
removed,  and  the  patient  was  discharged  much  relieved,  and 
given  a  Martin’s  rubber  bandage  to  keep  up  the  pressure  on 
the  limb.  The  original  drawing  had  to  be  reduced  in  order 
to  bring  it  within  the  limits  of  the  Plate,  and,  while  the 
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papillary  or  warty  condition  is  well  represented,  the  limb 
as  a  whole  is  considerably  under  the  actual  life  size. 

Figure  2  represents  the  leg  of  what  may  be  considered 
a  typical  case  of  Ichthyosis.  The  patient,  John  C.,  aged  20,  was 
admitted  into  University  College  Hospital  on  February  11th, 
1893.  He  was  a  labourer  in  the  country,  who  had  had  a  dry 
skin  all  his  life ;  he  never  remembers  to  have  sweated  in  any 
part  of  the  body  except  the  face.  Although  the  disease  was 
universal,  it  was  most  marked  on  the  front  of  the  legs  and 
thighs,  the  hips,  the  knees  and  ankles,  the  shoulders  and  upper 
part  of  the  arms,  and  the  back  of  the  hands.  The  skin  is 
not  so  uncomfortably  dry  and  harsh  in  the  summer  as  in  the 
winter,  when  his  hands,  forearms,  and  wrists  become  chapped 
and  frequently  bleed  when  he  is  at  work.  He  states  that  his 
skin  has  been  getting  decidedly  worse  during  the  last  four 
years.  As  is  well  shown  in  the  Plate  the  morbid  condition 
reaches  its  highest  development  over  the  knees  and  bend  of 
the  ankles,  where  there  are  aggregations  of  horny  masses 
from  the  size  of  a  millet  seed  to  a  hemp  seed,  and  raised 
about  one-sixteenth  of  an  inch  above  the  surface,  these 
horny  masses  crowning  the  summit  of  enlarged  papillae ;  in 
the  intermediate  portion  the  skin  is  harsh  and  rough  to  the 
touch  from  shining  adherent  scales — broken  up  along  the 
natural  lines  of  the  skin  into  irregular  shapes — which  give  the 
appearance  of  the  limb  having  been  thickly  coated  with 
collodion  which  has  cracked  from  the  movements  of  the  skin 
in  various  directions.  There  was  no  other  deformity  or  defect 
except  that  the  lobes  of  the  ears  were  absent  and  the  palms 
had  the  usual  dry  smoothness,  characteristic  of  this  disease. 
There  was  no  proof  of  heredity,  the  father  being  alive  and 
quite  well,  but  the  mother  was  dead,  and  the  condition  of 
her  skin  was  unknown ;  he  had,  however,  a  younger  brother 
who  was  affected  in  the  same  manner,  but  not  in  so  marked  a 
degree. 

The  treatment  consisted  in  the  firm  inunction  of  a  soft 
ointment  of  lanoline  and  oil,  the  horny  masses  on  the  knees 
and  ankles  having  been  previously  removed  by  the  application 
of  salicylic  acid  plaster.  By  this  means  the  skin  became 
perfectly  smooth  for  the  time  being,  and  the  patient  was 
advised  to  keep  it  so  by  rubbing  in  grease  of  almost  any  kind, 
once  or  twice  a  week. 


PLATE  LI 


Fig.  i. — ELEPHANTIASIS. 


Fig.  2.— ICHTHYOSIS. 


ELEPHANTIASIS  ET  ICHTHYOSIS. 


' 


MYXCEDEMA  ET  LENTIGO. 


JUGURE  1  illustrates  the  face  in  a  case  of  Myxoedema,  in 
which  all  the  characteristics  of  that  disease  were  present 
in  a  most  marked  and  typical  degree,  and  the  artist  has 
successfully  portrayed  the  characteristic  transparent  oedema 
on  the  one  hand,  and  the  dilated  vessels  of  the  cheeks  and 
nose  on  the  other.  The  scanty  eyebrows  and  the  thinned 
hair  should  also  be  noted,  but  the  latter  feature  was  not  so 
marked  as  it  often  is,  and  under  jaborandi  the  hair  grew  to 
the  normal  amount  again.  The  Telangiectases  may  be 
compared  with  those  of  Plate  LXXI. 

The  patient,  Caroline  R.,  ait.  54,  widow,  came  to  the 
East  London  Hospital  for  Women  and  Children  in  July  1890. 
She  stated  that  she  had  had  one  living  child  and  six 
miscarriages,  but  there  was  no  other  evidence  of  syphilis. 
She  had  had  a  hard  life  with  a  brutal  husband,  who,  on  one 
occasion,  threw  her  out  of  the  window,  and  she  lay  insensible 
for  some  days  in  the  London  Hospital.  The  present  condition 
had  been  coming  on  for  fifteen  years.  As  shown  in  the 
drawing,  the  eyelids  were  baggy  and  translucent,  the  nose 
and  cheeks  reddened  with  dilated  vessels.  The  hands  were 
dry  and  rough,  but  the  fingers  were  not  broadened.  She 
lost  much  of  her  hair,  and  the  scalp  was  dry,  but  under 
treatment  this  improved.  The  voice  had  the  characteristic 
toneless  monotony,  and  the  utterance  was  slow  as  usual. 
The  legs  were  swollen,  but  were  not  numb,  while  the  right 
hand  did  feel  numb — “as  if  it  was  in  warm  water” — but 
actually  it  was  cold  in  the  morning.  She  was  put  on  tincture 
of  jaborandi,  the  treatment  by  thyroid  extract  not  being  known 

at  that  time.  She  began  with  mxv.  three  times  a  day,  and 
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gradually  it  was  increased  to  mxxx.  Four  months  later  she 
was  distinctly  improved.  The  legs  were  less  swollen,  some 
of  the  hair  had  grown,  and  the  scalp  was  not  so  dry.  She 
had  some  chronic  bronchitis. 

Figure  2  shows  a  case  of  Lentiginous  Pigmentation  with 
a  remarkable  distribution.  Lentigines  or  freckles,  as  is  well 
known,  are  usually  scattered  somewhat  indiscriminately  over 
the  face,  though  there  is  some  tendency  to  aggregation  about 
the  centre  of  the  face.  The  division  of  this  form  of  pig¬ 
mentation  into  Epliilides  or  sun  freckles,  and  Lentigo  or 
pigment  spots  not  due  to  the  sun’s  rays,  is  unnecessary. 

The  history  of  the  case  is  as  follows  : — - 

Daisy  F.,  cet.  6^  years,  was  sent  to  University  College 
Hospital  on  March  17th,  1894,  by  Mr.  Bamford  of  Uttoxeter,  to 
see  if  there  was  any  chance  of  removing  the  pigmentation  repre¬ 
sented  in  the  drawing.  The  father  stated  that  it  began  six 
months  after  birth  as  a  spot  the  size  of  a  pea,  and  that  it  had 
gradually  spread  to  the  present  condition,  which  was  reached 
two  years  ago,  and  since  then  it  had  remained  stationary, 
with  the  distribution  exactly  as  represented  in  the  Plate. 

The  treatment  was  to  apply  a  one  per  cent,  solution  of 
perchloride  of  mercury  on  lint,  cut  to  the  exact  size  of  the 
pigmented  portion  to  be  removed,  until  a  blister  was  produced  ; 
care  was  taken  to  soak  up  any  excess  of  fluid  at  the  border  of 
the  lint,  lest  concentration  of  the  solution  and  too  deep  an 
action  be  produced.  With  great  care  the  whole  of  the  pig¬ 
mented  skin  was  removed,  but,  on  enquiry  at  a  later  period,  the 
father  wrote  that  all  the  pigmentation  had  gradually  returned. 


PLATE  LII 


PIGMENT  ANOMALIES. 


CHLOASMA  UTERINUM— LEUCODERMA  AND  MELANODERMA. 


G1HLOAS M A  is  a  term  primarily  used  for  the  irregular 

patches  of  pigment  frequently  seen  on  the  face  under 
various  conditions,  and  often,  as  the  derivation  suggests,  of  a 
greenish  tint — its  meaning  has,  however,  been  extended  to 
both  patchy  and  diffuse  forms  of  pigmentation  which  may 
occur  on  any  part  of  the  body. 

The  example  given  is  a  typical  one,  both  in  colour  and 
distribution,  of  the  pigmentation  often  seen  in  pregnant 
women,  and  less  frequently  in  other  conditions  of  uterine 
or  ovarian  disorder  unconnected  with  pregnancy.  More  rarely 
it  may  occur  with  visceral  disease  in  both  sexes,  such  as 
abdominal  tuberculosis,  ulcer  and  cancer  of  the  stomach,  and 
even  in  prolonged  constipation.  In  most  cases  the  pigmenta¬ 
tion  gradually  disappears  if  the  cause  is  removed,  as  after  the 
delivery  of  the  child,  but  in  some  cases  it  is  permanent  or  long 
lasting,  and  has  sometimes  increased  in  extent  and  intensity 
with  each  succeeding  pregnancy. 

The  colour  varies  with  the  individual,  while  in  most  the 
tint  is  dirty  yellow,  greenish,  or  brownish,  in  others  it  may  be 
from  a  bronze  to  almost  black.  The  pigmented  patches  shade 
off  gradually  to  the  normal,  but  may  sometimes  be  in  defined 
spots.  It  is  generally  most  marked  on  the  forehead,  and  is 
often  limited  to  that  region,  but  in  some  cases  may  involve 
nearly  the  whole  face,  except  quite  at  the  sides.  Pigmenta¬ 
tion  patches  may  also,  under  similar  circumstances,  occur  in 
other  parts  of  the  body,  but  much  less  frequently. 

There  was  nothing  special  in  the  case  from  which  the 
drawing  was  taken,  except  that  she  was  far  advanced  in 
pregnancy. 

Unless  the  cause  of  these  pigmentary  patches  is  removable, 
local  or  other  treatment  is  rarely  successful. 

Figure  2  represents  the  disease  which  has  been  called 
Leucoderma,  and  sometimes  Vitiligo.  It  is,  however,  equally 
entitled  to  the  term  Melanoderma,  as  there  is  always  an  excess 
of  pigment  which,  indeed,  precedes  the  white  patches.  The 
disease  is  always  symmetrical  in  its  distribution,  and  often 
begins  insidiously  with  a  gradual  darkening  of  the  skin,  which 
may  be  unobserved  by  the  patient  until  the  white  patches 
appear.  These,  too,  are  remarkably  symmetrical  in  their  dis¬ 
tribution,  and  are  roundish  in  outline,  which  is  sharply  defined 
against  the  hyper-pigmented  skin,  the  whiteness  being  more 
conspicuous  from  the  contrast.  While  the  pigmented  portion 
is  sharply  defined  and  most  deeply  pigmented  at  the  leuco- 
dermic  end,  it  shades  off  imperceptibly  towards  the  normal 
skin.  The  white  portion  slowly  enlarges  and  encroaches  upon 
the  pigmented  part,  and  in  some  parts  of  the  body  an  apparent 
cure  is  produced  by  the  complete  removal  of  the  pigment,  so 
that  in  fair  people  the  contrast  is  lost ;  that,  however,  there  is 
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an  actual  decrease  in  these  portions  is  shown  by  the  fact  that 
the  leucodermic  skin  never  tans  after  exposure  to  the  sun. 
There  is  no  other  symptom,  either  objective  or  subjective, 
beyond  the  pigmentary  disturbance,  but  as  this  may  occur  in 
every  region  of  the  body,  and  the  excessive  pigment  is  rarely 
completely  removed  in  all  regions,  even  when  the  disease  has 
lasted  a  great  many  years,  some  little  disfigurement  is  pro¬ 
duced  when  the  contrast  is  great  in  exposed  parts  of  the 
body. 

This  contrast  is,  of  course,  all  the  greater  in  the  coloured 
races,  amongst  whom,  in  tropical  regions,  the  disease  is  very 
common,  and  it  has  been  erroneously  called  white  leprosy. 

While  the  pathology  is  presumed  to  be  a  disturbance 
of  the  sympathetic  nerve  centres,  all  that  is  known  as  to  its 
etiology  is  that  it  occurs  most  frequently  after  exposure  to 
the  sun,  while  in  some  cases  it  has  been  apparently  produced 
by  chill.  Iu  a  large  number  of  cases,  however,  no  cause 
for  its  onset  can  be  discovered,  and  it  is  doubtful  whether 
internal  treatment  has  any  influence  upon  its  course. 

The  patient  represented  in  the  plate  was  Rosa  A., 
aged  7,  the  daughter  of  a  carpenter.  The  mother  was  a 
chronic  epileptic  of  many  years’  standing.  The  child  was  not 
brought  for  the  leucoderma,  but  for  alopecia,  which  was 
complete  with  the  exception  of  two  small  tufts.  The  mother 
stated  that  the  hair  fell  off  nine  months  previously  in 
patches,  soon  after  a  fright,  the  child  having  woke  up  and 
found  a  strange  black  cat  on  her  bed.  At  one  time  the 
eyebrows  had  also  been  lost,  but  when  brought  to  the 
hospital  on  June  8th,  1892,  they  had  regrown.  The  whole 
scalp,  however,  with  the  exception  of  the  two  small  tufts 
on  the  vertex  before  mentioned,  was  completely  denuded  of 
hair.  The  skin  was  very  smooth  and  white,  but  with  signs 
of  follicles  remaining  here  and  there.  There  were  some 
comedones  plugging  the  follicles  on  the  right  of  the  occi¬ 
pital  region,  and  slightly  higher  up  on  the  left  side  also. 
The  nails  were  quite  healthy. 

The  leuco-  and  melanoderma  had  been  present  only  two 
months ;  it  was  practically  limited  to  the  parts  shown,  though 
there  was  slight  browning  of  the  neck  and  faint  pigmentation 
on  the  occipital  region,  but  over  the  rest  of  the  head  there  was 
marked  pallor.  There  was  a  doubtful  increase  of  pigmentation 
of  the  neck ;  there  was  a  slight  vascular  flush  on  both  malar 
eminences ;  but  the  patient  was  not,  as  far  as  could  be 
ascertained,  otherwise  out  of  health  in  any  way  whatever. 

The  patient  attended  the  hospital  for  only  a  few 
months,  without  any  notable  change  either  in  the  leuco¬ 
derma  or  in  the  alopecia.  On  February  the  27th,  1894,  the 
mother  brought  her  again,  and  the  following  note  was  then 
made  : — The  excessive  pigmentation  of  the  hands  and  wrists 


has  much  diminished  by  the  extension  of  the  white  area,  so  that 
the  hands  appear  almost  normal.  The  hair  has  grown  all  round 
in  front,  and  there  is  a  fringe  at  the  side  and  behind,  except  at 
the  nape.  There  is  a  tuft  of  hair  also  at  the  junction  of  the 
occipito-parietal  sutures  of  the  left  side,  and  there  was 
also  another  patch  just  below  it.  There  is  very  little  sign 
of  hair  over  the  rest  of  the  scalp,  which  looks  white  and 
cicatricial,  but  the  orifices  of  the  hair  follicles  are  still  evident 
over  the  white  area,  especially  on  the  occiput.  Pigmentation 
on  the  chest  is  less  marked  than  it  was,  the  eyelashes  and 
the  eyebrows  are  well  developed,  and  she  looks  healthy,  but 
the  mother  says  that  she  frequently  complains  of  headache  and 
giddiness.  In  October  1894  the  growth  of  hair  had  increased 
considerably,  but  there  were  still  patches  of  baldness.  Leuco- 
derrna  was  well  marked  on  the  neck  and  chin,  but  there 


were  one  or  two  dark  patches  left  which  contrasted  with  the 
white  ground. 

There  can  be  little  doubt  that  this  was  an  example  of 
neurotic  alopecia,  and  the  association  with  leucoderma  another 
neurosis,  although  somewhat  rare,  has  been  noted  sufficiently 
often  to  make  it  probable  that  the  coincidence  is  not  accidental, 
but  that  they  are  connected  probably  by  the  band  of  common 
origin.  On  the  other  hand,  the  interval  between  the  leuco- 
derma  and  the  alopecia  is  often  a  long  one,  and  sometimes  the 
leucoderma  has  preceded  the  alopecia,  while  in  others  the 
reverse  has  been  the  case.  It  has  been  said  that  when  this 
association  occurs,  the  prognosis  of  the  alopecia  is  very  un¬ 
favourable,  but  the  partial  recovery  which  has  already  occurred 
affords  grounds  for  a  more  favourable  prognosis  in  the  present 
case. 


PLATE  LIII 


PIGMENT  ANOMALIES 


ACANTHOSIS  NIGRICANS. 


rjIHIS  is  a  rare  affection,  in  which  there  is  general  pigmenta¬ 
tion,  with  thickening  of  the  papillary  layer  of  the  skin, 
and  mole-like  growths  in  the  flexures. 

The  pigmentation  is  chiefly  on  the  lower  part  of  the 
trunk,  the  neck,  the  groins,  genito-anal  regions,  and  abdomen. 
The  limbs  are  affected  both  in  the  flexures  and  over  the 
articulations  on  the  extensor  surface.  The  colour  varies 
from  black  to  a  dirty  brown,  or  to  a  bluish  grey.  In  some 
cases  the  face  is  involved,  especially  at  the  angles  of  the 
mouth  and  inside,  including  the  palate,  lips,  and  tongue. 

The  pigmentation  is  not  the  only  change,  there  is  also 
an  overgrowth  of  the  papillary  layer  of  the  skin,  the  effect 
of  which  varies  from  slight  deepening  of  the  natural  lines 
up  to  distinct  papillary  growths,  the  extreme  development 
being  in  the  axillse,  groins,  and  neck,  and  in  two  cases  at 
the  angles  of  the  mouth. 

The  etiology  is  obscure,  as  the  cases  on  record  are  few 
in  number ;  in  one  case  exposure  to  severe  cold  seemed  to  be 
the  exciting  cause,  another  was  associated  with  internal  cancer, 
another  was  exposed  to  great  heat  at  a  pottery  furnace, 
and  of  course  would  be  all  the  more  liable  to  get  chills ; 
one  case  got  well  spontaneously. 

The  patient,  Sarah  C.,  cet.  47,  was,  when  I  first  saw  her 
in  November  1893,  in  King’s  College  Hospital,  under  Dr. 
Curnow,  who  was  kind  enough  to  let  me  have  the  drawing 
taken  for  this  Plate.  I  saw  her  again  in  April  1895,  when 
she  was  again  in  King’s  College  Hospital,  and  had  a  small 
coloured  drawing  made  to  show  the  extension  of  the  disease. 
Unfortunately  the  notes  of  her  case  while  in  King’s  were 
mislaid,  but  in  June  1895  she  was  taken  into  Guy’s  Hospital 
under  Dr.  Pye  Smith,  and  to  him  I  am  much  indebted  for 
having  furnished  me  with  her  history  and  description  while 
under  his  care,  from  which  the  following  account  is  taken. 

The  patient,  who  is  a  widow,  has  never  been  strong. 
She  had  suffered  from  abscesses,  probably  tuberculous,  in 
childhood,  and  rheumatic  fever,  and  had  also  had  disorders 
of  the  bladder  and  of  menstruation.  Climacteric  changes  had 
begun.  Four  years  before  her  admission  to  King’s  she  first 
noticed  that  her  neck  was  rough,  of  a  dark  colour,  and 
irritable.  Then  the  discoloration  commenced  in  the  waist, 
and  when  she  was  admitted  into  King’s  College  Hospital, 
under  Dr.  Curnow,  she  was  suffering  from  weakness  and 
pains  in  the  head  and  back,  which  were  relieved  by  treatment. 
At  that  time  the  pigmentation,  which  had  been  gradually 
increasing,  had  the  distribution  and  intensity  shown  in  the 
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Plate,  and  there  was  also  a  marked  thickening  of  the  skin. 
This  in  the  axillse  produced  deep  folds  of  skin,  and  in  the 
neck,  in  addition  to  similar  folds,  there  were  papillary  growths, 
pedunculated  in  some  instances.  On  the  abdomen  the 
thickening  was  barely  perceptible,  only  producing  slight 
deepening  of  the  natural  lines  of  the  skin. 

In  April  1895  there  was  considerable  extension  of  the 
pigmentary  change.  The  colour  was  much  deeper  on  the 
abdomen,  and  instead  of  a  slight  bluish  tint  was  of  sooty 
blackness.  In  some  parts  it  extended  down  to  the  groins,  and 
for  an  inch  or  two  below  and  up  between  the  breasts  in 
blackish  streaks,  but  the  breasts  themselves  were  free.  On 
the  loins  there  was  very  little  extension  downwards,  but  it 
extended  up  the  vertebral  groove  nearly  to  the  top  of  the 
back,  but  decreasing  from  below  up.  In  the  anal  cleft  and 
vulva  it  was  quite  black.  There  were  patches  or  streaks  of 
pigmentation  on  the  flexures  of  the  elbows,  wrists,  and  knees, 
and  patches  in  transverse  ridges  on  the  elbows  and  knees, 
but  none  below  them.  The  mouth  was  still  unaffected.  Dr. 
Pye  Smith  some  months  later  describes  her  condition  as 
follows  : — 

“  She  is  a  large,  stout  woman,  with  dark  hair  and  sallow 
complexion.  The  skin  of  the  neck,  the  waist,  and  the  flexures 
of  the  joints  is  almost  black  ;  on  the  rest  of  the  limbs,  over  the 
back,  chest,  and  abdomen,  it  is  a  dark,  dull  brown,  there  it  is 
smooth  and  unaltered,  except  in  colour,  but  round  the  neck 
and  waist  and  at  the  bend  of  the  elbows  and  knees  it  is  rough 
and  furrowed.  There  are  also  numerous  pedunculated 
growths,  some  as  large  as  marbles,  others  much  smaller,  and 
many  not  larger  than  peas ;  a  few  are  sessile  and  look  like 
warts.  All  appear  to  be  papillomata,  none  of  them  sebaceous 
tumours  or  molluscum  fibrosum ;  they  are  most  abundant  in 
the  darkest  parts  of  the  skin.  Numerous  pale  or  almost  white 
atrophic  scars  are  scattered  over  the  chest  and  both  arms,  the 
remains  of  tuberculous  abscesses  in  childhood,  and  the  left 
elbow  is  ankylosed  from  obsolete  caries.  She  complains  of 
occasional  itching,  and  of  tenderness  in  the  axillae  and  groins. 
The  temperature  was  normal  throughout  the  patient’s  stay  in 
the  Hospital.  The  heart  and  lungs  were  unaffected,  and  the 
only  deviation  from  health  was  the  presence  of  a  small  amount 
of  albumen  in  the  urine.  She  went  out  at  the  end  of  August 
better  in  health,  but  with  the  state  of  the  skin  much  the  same 
as  on  admission.  She  was  shown  to  the  members  of  the 
Dermatological  Section  at  the  annual  general  meeting  of  the 
British  Medical  Association  in  July  1895.” 


PLATE  LIV 


MOLES. 


|^OLES  are  congenital  formations  which  may  or  may 
not  be  pigmented.  The  pigmented  variety,  nsevus  pig- 
mentosus,  in  its  least  developed  form,  is  simply  a  collection  of 
pigment  without  other  anatomical  change,  and  is  then  iden¬ 
tical  with  congenital  lentigo.  In  most  cases,  however,  there 
is  some  fibrous  growth  associated  with  it,  and  very  frequently 
more  or  less  development  of  coarse  hair.  The  smaller  most 
common  moles  are  simply  smooth,  lenticular  elevations,  more 
or  less  deeply  pigmented,  and  soft  to  the  touch  ;  the  larger 
ones  are  frequently  attended  with  papillary  outgrowth,  which 
may  be  rough  and  warty  (nsevus  verrucosus)  or  quite  soft 
(nsevus  papillomatosus) ;  some  of  the  very  large  moles  contain  a 
quantity  of  fat  and  loose  connective  tissue,  like  fibroma 
pendulum,  constituting  nsevus  lipomatodes,  while  the  very 
hairy  moles  are  sometimes  called  nsevus  pilosus.  The  colour 
of  the  pigment  varies  from  a  cafe  au  lait  to  dark  brown,  or  even 
black,  but  in  a  few  cases,  as  before  mentioned,  the  pigment  is 
entirely  absent,  forming  white  moles.  These  not  unfrequently 
are  much  raised  and  corrugated  in  folds,  like  the  convolutions 
of  the  cerebrum  or  cerebellum.  Moles  vary  enormously  in 
size,  number,  and  distribution,  and  occasionally  occupy  con¬ 
siderable  areas,  sometimes  with  an  apparent  nerve  distribution. 

Figure  1  represents  the  arm  of  a  woman,  aged  40,  who 
was  sent  to  me  by  Mr.  Cursham  Corner,  in  December  1891. 
She  was  a  healthy-looking,  well-formed  woman,  and  there  were 
no  other  congenital  defects  present.  The  left  arm  had  been 
affected  since  birth,  and  the  mother  thought  that  the  growth 
had  not  extended  in  area,  but  she  stated  that  at  first  it  was  only 
brown,  and  not  at  all  papillary.  The  papillomatous  develop¬ 
ment  occurred  subsequently,  before  she  was  five  years  old,  and 
at  the  same  time  the  mole  became  more  deeply  pigmented,  and 
in  some  parts  quite  black  ;  until  quite  recently,  however,  the 
patient  considered  that  it  had  not  altered  within  her  recollec¬ 
tion.  The  change  had  occurred  during  the  four  months  before 
I  saw  her,  during  which  period  a  yellowish  discharge,  with  a 
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very  offensive  odour,  had  been  oozing  from  it.  Previous  to 
this,  though  it  had  always  sweated  freely  in  the  summer  at  the 
bend  of  the  elbow,  it  had  never  given  her  any  pain  or  incon¬ 
venience.  Besides  the  distribution  shown  in  the  Plate,  it 
extended  all  round  the  arm,  except  a  strip  an  inch  wide  on  the 
inner  side  of  the  elbow,  which  widened  somewhat  towards  each 
end  of  the  growth.  The  lower  part  of  the  mole  was  brown  and 
hairy,  while  the  upper  part  was  highly  papillomatous,  with 
dense  black  crusts  over  it.  Where  the  discharge  had  occurred 
the  black  crust  had  come  off  and  exposed  bright  red  papillae, 
from  a  millet  to  a  hemp  seed  in  size.  This  was  probably  the 
result  of  the  irritation  of  decomposing  sweat,  and  it  healed  up 
under  sprinkling  with  iodoform  and  the  application  of  boric 
acid  ointment. 

Figure  2  represents  the  much  less  common  Unpigmented 
Convoluted  Mole.  The  surface  resembled  the  convolutions  of 
the  cerebellum.  The  patient  was  a  male  infant,  aged  four 
months,  under  Mr.  Bilton  Pollard’s  care  at  the  North-Eastern 
Hospital  for  Children.  He  sent  the  case  to  me  for  diagnosis  in 
December  1891.  He  had  been  in  the  Children’s  Hospital  for 
a  month,  and  during  that  time  the  growth  had  developed  from 
the  chin  to  the  chest  at  the  parts  where  the  surfaces  frequently 
touch, — the  distribution  of  the  mole  at  this  part  is  shown  in 
Figure  3.  The  face  part  was  practically  unaltered,  since  it  had 
been  under  observation,  and  consisted  of  fleshy  growths  with  a 
convoluted  surface,  without  any  pigment,  and  of  the  normal 
colour  of  the  skin.  The  lower  and  neck  portion  was  only 
slightly  papillary  underneath,  and  slightly  corrugated  at  the 
side  ;  the  fresh  patches  on  the  chest  were  perfectly  smooth,  and 
only  just  perceptible  above  the  surface. 

The  only  treatment  for  the  larger  growths  is  removal  by 
the  knife,  with  subsequent  Thiersch  grafts  or  plastic  operation, 
according  to  the  size  of  the  mole,  but  small  moles  can  be 
satisfactorily  removed  by  means  of  electrolysis. 


PLATE  LV. 


XERODERMA  PIGMENTOSUM. 

Synonym:  ATROPHODERMA  PIGMENTOSUM. 


rpHIS  is  a  rare  but  very  serious  disease,  and  nearly  all  the 

cases  have  a  remarkable  resemblance  in  the  nature  and 
distribution  of  the  early  lesions.  The  most  conspicuous  of 
these  is  lentiginous  or  freckle-like  pigmentation,  which,  in 
the  great  majority  of  cases,  has  the  distribution  shown  in 
the  plate,  viz.,  the  bust  and  upper  limbs,  from  the  lower 
third  of  the  arms  to  the  tips  of  the  fingers  on  the  back,  but 
only  to  the  wrists  on  the  flexor  aspect.  Occasionally  there  is 
similar  pigmentation  on  the  calves,  and  in  a  few  cases,  the 
area  of  pigmentation  already  mentioned  may  be  extended,  or, 
on  the  other  hand,  it  may  be  only  slighter  in  extent  and 
intensity. 

A  second  lesion,  nearly  always  present,  but  not  always 
conspicuous,  is  white  atrophic  areas,  which  are  interspersed 
amongst  the  freckling  on  the  face.  The  skin  here  is  thin, 
white,  finely  wrinkled,  dry,  and  sometimes  slightly  scaly.  It 
is  cicatricial,  and  there  is  slight  contraction,  preventing  its 
being  pinched  up  very  readily.  On  these  white  areas  again 
are  red  spots,  dots,  or  striae,  due  to  telangiectic  vessels,  the 
striae  being  also  seen  here  and  there  amongst  the  pigment. 
Both  the  white  and  red  spots  are  practically  confined  to 
the  face. 

A  fourth  lesion,  more  widely  distributed,  is  composed  of 
flat  warts,  most  of  them  pigmented  like  senile  warts,  inter¬ 
spersed  sometimes  very  freely  among  the  pigmented  spots. 

All  these  may  be  collectively  termed  the  primary  lesions, 
but  those  which  come  at  a  later  stage,  and  may  be  considered 
secondary,  are  very  constant,  and  some  of  them  dangerous, 
and  eventually  fatal.  These  are  superficial  ulcers,  covered  with 
yellow  crusts,  of  which  some  of  the  larger  ones  are  depressed 
below  the  surface,  while  others  are  slightly  fungating  above 
it,  while  occasionally  larger  more  projecting  tumours  arise,  at 
first  papillomatous,  but  if  not  removed  becoming  epithelio- 
matous,  and  thus  leading  to  the  death  of  the  patient.  The 
healing  of  some  of  the  ulcers  by  treatment  or  otherwise  leads 
to  cicatricial  contraction,  and  like  that  of  lupus  vulgaris, 
often  produces  ectropion.  Other  ocular  lesions  are  frequent ; 
attacks  of  conjunctivitis  leading  to  granular  lids  and  a  condi¬ 
tion  of  a  vascular  pterygium  at  the  inner  cantlms  of  each 
eye.  The  purulent  discharge  from  these  inflamed  eyes  is 
largely  responsible  for  many  of  the  sores  which  are  especially 
abundant  on  the  right  side  of  the  face.  Except  the  photo¬ 
phobia  from  the  chronic  conjunctivitis  there  are  scarcely  any 
subjective  symptoms  until  the  growths  assume  a  malignant 
character. 

The  course  of  the  disease  also  is  very  constant.  The 
bulk  of  the  cases  begin  in  the  second  year  of  life,  a  fair  pro¬ 
portion  in  the  first  year,  and  very  few  later.  The  first  lesions 
vary  in  most  cases,  they  are  said  to  be  freckles,  but  a  morbili- 
56 


form  erythema  and  white  atrophic  spots  have  been  said  to 
precede  the  freckling,  at  all  events  in  some  cases.  The  areas 
affected  may  be  involved  suddenly  or  gradually,  but  the 
extension  becomes  stationary  after  a  time,  and  thence¬ 
forward  the  boundary  appears  to  be  fixed  for  life.  Whether 
the  telangiectases  precede  or  follow  the  white  spots  is  doubt¬ 
ful,  but  if  the  white  spots  are  the  very  first  lesions,  in  some 
cases  at  least,  they  probably  are  always  antecedent  to  the 
telangiectases.  The  ulcerations  only  develop  when  the  disease 
has  lasted  for  some  years,  partly  from  the  ocular  discharge, 
partly  from  auto-inoculation.  The  warts  are  later  still,  and 
many  of  the  papillomata  are  developed  on  the  warts,  while  the 
epitheliomatous  development  may  be  delayed  for  many  years, 
even  into  adult  life,  though  many  die  in  their  teens. 

Etiology. — Beyond  congenital  predisposition  and  family 
prevalence,  with  a  tendency  to  attack  only  one  sex  in  the 
family,  but  little  is  known ;  but  it  is  not  hereditary,  and 
on  the  whole  the  two  sexes  are  about  equal  in  number. 
There  is  some  reason  to  believe  that  the  sun  is  an  exciting 
factor,  but  not  the  only  one,  but  all  the  symptoms  at  first 
are  those  of  an  atrophy  of  the  skin  of  a  senile  type,  as  shown 
by  the  pigmentation,  the  telangiectases,  the  pterygium,  the 
warts,  and  finally  the  epitlieliomata. 

Diagnosis.— No  mistake  can  arise  if  due  regard  is  paid  to 
the  combination  of  factors  which  make  up  the  disease,  though 
the  proportions  of  these  factors  may  vary  considerably.  The 
age  of  onset,  the  distribution  of  lentiginous  pigmentation,  the 
atrophic  white  spots,  the  telangiectases,  followed  at  a  later 
period  by  the  ulcers,  warts,  and  tumours  at  first  verrucose  or 
papillomatous,  and  at  last  epitheliomatous.  Errors,  however, 
may  arise  from  laying  too  much  stress  on  one  or  more  of  these 
factors  instead  of  regarding  the  disease  as  a  whole ;  thus  the 
ulceration,  and  consequent  cicatricial  contraction  and  deformity 
have  led  to  such  cases  having  been  mistaken  for  lupus 
vulgaris.  So  too  the  pigmentation  has  been  mistaken  for 
ordinary  freckles.  The  red  spots  of  the  early  stage  for 
measles,  and  the  telangiectases  for  neevi.  Perhaps,  however, 
some  cases  of  General  Scleroderma  are  most  like  the  atrophic 
stage  of  some  cases  of  Xeroderma  Pigmentosum.  In  Sclero¬ 
derma  there  may  be  thinned  white  skin,  pigmentation  and 
telangiectases,  and  the  skin  cannot  be  pinched  up.  But  it 
is  rare  lor  it  to  begin  in  infancy ;  it  commences  with  general 
hardness  of  the  skin,  with  pallor  or  no  change  of  colour  at  all 
The  distribution  is  paraplegic,  and  has  not  the  special  limita¬ 
tion  of  Xeroderma.  The  pigmentation,  telangiectases  and 
atrophy  are  later  phenomena ;  the  pigmentation  is  diffuse,  not 
lentiginous,  the  telangiectases  (often  absent)  are  only  at  the 
border  of  the  healthy  and  morbid  skin,  and  not  in  spots  ox- 
stellate  striae,  and  the  atrophy  also  is  diffuse  and  not  guttate. 


Treatment. — No  medicinal  treatment  has  ever  cured  a  case, 
but  antiseptic  treatment  for  the  various  ulcerating  lesions,  as 
they  arise,  makes  a  considerable  difference  to  the  comfort  of 
the  patient,  and  delays  the  fatal  onset  of  the  epitheliomata. 

The  eyes  should  be  bathed  frequently  with  boric  acid 
lotion,  not  only  to  stop  the  conjunctivitis  but  to  prevent  the 
contagious  pus  from  starting  sores  on  the  skin. 

The  recent  ulcers  should  have  weak  ammoniated  mercury 
ointment  frequently  applied  ;  the  older  ones  should  be 
scraped  with  a  cui'ette  and  dressed  antiseptically ;  while 
the  papillomatous  or  other  tumours  should  be  removed 
without  delay. 

The  case  selected  for  illustration  is  the  second  daughter 
of  a  family  of  four  children  ;  the  three  eldest,  two  girls  and 
a  boy,  are  all  affected  with  the  disease.  The  portrait  of 
the  eldest  girl,  showing  fungating  sores  and  large  tumour, 
is  given  with  Plate  LXXV.  to  illustrate  papilloma.  Her 
history  and  that  of  the  family  will  be  given  with  the  Plate. 
A  full  report  of  the  three  cases  is  given  in  Yol.  LX VI I.  of 
the  “  Medico-Chirurgical  Transactions  ”  for  1884,  and  they 
are  all  still  alive. 

The  present  case,  Alice  Amelia  B.,  was  ten  years  old 
when  she  first  came  under  observation  in  December  1883. 
The  disease  began  when  she  was  between  twelve  and  eighteen 
months  old  with  freckle-like  pigment  spots  which  appeared, 
without  any  previous  lesions,  simultaneously  all  over  the 
affected  regions  shown  in  the  drawing,  and  though  the 
freckles  have  become  more  numerous,  larger,  and  deeper  in 
colour,  and  other  lesions  have  appeared,  the  father  does  not 
think  the  area  affected  has  extended  at  all  from  the  onset. 
When  she  was  four  years  old  sores  began  to  appear,  i.e.,  two 
years  earlier  than  those  of  her  sister.  The  pigmentation 
extended  to  the  second  dorsal  spine  behind  ;  on  the  upper 
limbs  not  beyond  the  first  proximal  phalanges  of  the  fingers, 
and  existed  only  faintly  on  the  legs.  ..There  were  two 


freckles  on  the  right  palm.  The  rest  of  the  distribution 
can  be  seen  in  the  plate.  There  were  only  about  half-a- 
dozen  small  ulcers  on  the  face,  and  there  was  not  so  much 
atrophic  scar  tissue  as  in  the  elder  sister,  but  there 
was  some  left  ectropion.  She  had,  however,  granular  lids, 
conjunctivitis  with  great  photophobia,  but  there  was  no 
pterygium.  Thei’e  were  some  flat  warts  on  the  face  and  arms, 
but  no  tumours.  Her  general  health  was  good.  There  was 
no  visceral  or  other  lesion  present,  and  there  was  no  mental 
deficiency  beyond  the  backwardness  one  would  expect  in  a 
child  brought  up  in  the  country,  and  who  was  to  a  great 
extent  debarred  from  associating  with  children  of  her  own 
age.  The  eyes  were  diligently  bathed  three  times  a  day  with 
boric  acid  lotion ;  ammoniated  mercury  ointment,  gr.  xv. 
to  the  3I,  was  applied  frequently  to  the  superficial  sores  ;  while 
one  or  two  larger  ones  were  curetted,  swabbed  with  carbolic 
acid,  and  healed  under  boric  acid  ointment. 

The  patient  was  re-admitted  on  July  26th,  1887,  with 
fresh  ulcers.  There  were  also  two  warty  growths  over  the 
left  eyebrow.  On  the  side  of  the  left  cheek  was  a  fungating 
ulcer  which,  when  scraped  with  a  curette,  was  found  to  be 
deeply  pigmented  at  the  base.  This  was  thoroughly  scraped 
until  a  healthy  surface  was  reached.  All  the  other  ulcers 
were  also  scraped  in  two  operations,  and  iodoform  and  alem- 
broth  wool  applied  to  the  wounds,  which  healed  quickly,  so 
that  she  was  discharged  on  August  22nd.  The  eyes  were  as 
usual  inflamed,  but  the  conjunctivitis  subsided  with  boric 
acid  lotion. 

She  was  again  admitted  on  July  1st,  1891,  in  much  the 
same  condition,  though  the  ulcers  were  more  numerous  and 
larger,  but  her  general  health  continued  excellent.  Healing 
was  conduced  to  by  the  same  kind  of  treatment  as  before,  and 
she  was  discharged  with  all  the  sores  healed  on  July  30th, 
and  has  not  been  seen  since,  but  I  have  heard  that  in  July 
1894  she  was  alive,  and  she  is  now  therefore  17  years  old. 
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XERODERMA  PIGMENTOSUM. 


MOLLUSCUM  CONTAGIOSUM  ET  NiEVUS  VASCULARIS. 


OLLUSCUM  CONTAGIOSUM  is  a  disease  about  which 
there  has  been  much  discussion  with  regard  to  its 
pathology  and  the  exact  anatomical  seat  of  the  lesions. 
Comparatively  recent  observations  have  upset  the  formerly 
received  idea  that  these  small  growths  were  metamorphosed 
sebaceous  glands,  and  it  is  now  known  that  the  process 
begins  in  the  rete  Malpighii,  the  cells  of  which  undergo  a 
peculiar  degenerative  change,  the  exact  nature  of  which  is  not 
yet  understood,  but  which  results  in  the  conversion  of  the 
epithelial  cells  into  homogeneous  structureless  masses,  which 
are  called  “  molluscous  bodies  ;  ”  and  the  lesion  is  produced  by 
the  accumulation  of  these  bodies  at  the  upper  part  which 
project  above  the  epidermis,  together  with  the  irritative 
down  growth  of  the  unaffected  cells  of  the  inter-papillary 
processes,  the  close  approximation  of  which  gives  it  the  gland¬ 
like  appearance  seen  in  the  section  of  a  tumour.  That  some 
micro-organism  is  the  pathogenic  agent  in  the  production 
of  this  change  is  practically  certain,  if  only  from  the  fact 
that  the  disease  is  communicable  to  a  limited  extent  by 
inoculation,  but  what  the  organism  is,  and  its  precise  nature, 
has  yet  to  be  established. 

Clinically,  the  lesion  of  molluscum  contagiosum  is  a 
pearly  white  nodule,  from  a  pin’s  point  to  a  pea  in  size,  the 
size  depending  on  the  age  of  the  lesion  as  a  rule.  These 
growths  are  sessile,  oblately  spheroidal,  with  a  slight  de¬ 
pression,  or  even  a  small  hole,  in  the  centre,  from  which, 
with  great  difficulty,  a  small  portion  of  the  contents  may 
sometimes  be  squeezed  out.  The  tumours  are,  as  a  rule,  very 
persistent,  but  may  sometimes  undergo  spontaneous  involution. 
In  other  cases,  as  shown  in  the  Plate,  they  may  undergo 
suppuration  and  consequent  destruction.  They  can  always  be 
easily  removed  by  splitting  them  in  half  with  a  scalpel,  and 
then  pressing  them  firmly  at  right  angles  to  the  incision  with 
the  thumb  nail  and  the  handle  of  the  scalpel.  No  subsequent 
application  is  necessary,  except  a  little  wool  to  stop  the 
bleeding.  If  not  interfered  with,  they  may  continue  to  grow, 
and  in  rare  instances  large  tumours,  as  big  as  the  fist  and 
larger,  have  been  produced.  Less  commonly,  in  situations 
like  the  scrotum,  they  may  coalesce  into  flat  irregular  patches. 
The  positions  in  which  they  are  chiefly  seen  are  the  exposed 
parts  like  the  face  and  hands,  but  they  may  come  anywhere 
in  any  part  of  the  body  exposed  from  any  cause  to  inoculation, 
e.g.,  upon  the  breasts,  in  women  who  are  suckling  a  child  with 
the  disease  on  its  face.  It  may  occur  at  any  age  and  in  either 
sex,  but  is  much  more  common  in  children  than  in  adults. 

The  patient  represented  in  Figure  1  was  32  years  of  age, 
and  the  disease  had  existed  for  ten  months.  The  lesions 
began  about  the  chin  and  the  root  of  the  nose,  and,  as  may 
be  seen  in  the  Plate,  one  at  the  left  inner  canthus,  and 
another  at  the  lower  jaw,  are  undergoing  suppuration.  She 
had  no  idea  how  she  contracted  it,  but  two  of  her  children 
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have  been  affected  but  only  slightly,  they  having  presumably 
contracted  it  from  her. 

Figure  2  represents  the  same  disease  in  a  child,  in  which 
one  of  the  tumours  has  suppurated  and  formed  a  tumour  the 
size  of  a  marble  under  the  right  orbit.  It  was  bright  red  at 
the  base,  slightly  translucent  at  the  upper  part,  with  a  black 
scab  in  the  centre.  There  was  another  suppurating  lesion, 
looking  like  an  ordinary  abscess,  on  the  left  temple.  The 
treatment  was  to  incise  the  tumour,  evacuate  the  contents, 
blow  in  a  little  iodoform,  and  dress  it  with  boracic  ointment. 

Figures  3  and  4  depict  the  distribution  and  colour  of  one 
of  the  most  extensive  capillary  vascular  nsevi  I  have  ever  seen. 
The  points  of  interest  in  the  case  are  the  extent  and  peculiar 
distribution  which  have  been  very  accurately  mapped  out  by 
the  artist.  The  pale  colour  of  the  lower  half  of  the  face  was 
the  result  of  the  treatment  employed,  it  having  been  originally 
of  uniform  tint. 

Miss  J.,  aged  12,  was  kindly  transferred  to  me  by  my 
friend,  Dr.  Sangster,  on  December  9th,  1891,  with  the  extensive 
vascular  nsevus  which  is  depicted  in  Figures  3  and  4.  It  was 
of  the  nature  of  a  port  wine  mark,  being  quite  superficial,  not 
in  the  least  raised  above  the  surface  which  paled  on  pressure  ; 
the  colour  as  a  whole  was  a  purplish  red,  pale  in  tint  on  the 
body,  but  of  a  brighter  hue  on  the  right  side  of  the  face.  The 
condition  had  remained  practically  unchanged  since  birth  ;  the 
girl  was  in  perfectly  good  health,  and  the  mother  brought  her 
to  see  if  any  improvement  could  be  effected  on  the  face.  She 
was  warned  that  in  such  an  extensive  case  the  result  was 
somewhat  problematical,  and  in  the  nature  of  an  experiment. 
The  child  having  been  put  under  ether,  electrolysis  was  used 
in  parallel  vertical  lines  in  front  of  the  ear.  Above  that  level, 
multiple  scarification  and  the  application  of  perchloride  of  iron 
wool  was  employed,  while  on  the  forearm  a  patch,  a  couple  of 
inches  square,  was  superficially  burned  in  parallel  lines  with  a 
galvano-cautery.  As  a  result  of  this,  there  was  some  improve¬ 
ment  from  all  methods,  but  least  with  scarification  and 
perchloride  of  iron  ;  the  galvano-cautery  patch  gave  the  best 
results  where  the  burning  was  deepest ;  where  the  electrolysis 
was  employed  the  white  scars  contrasted  rather  notably  with 
the  surrounding  vascularity,  but  the  skin  beyond  the  electro¬ 
lysis  was  decidedly  paler.  For  this  reason  electrolysis  was 
repeated  on  four  additional  occasions,  and  considerable  paling 
of  the  surface  resulted,  but  as  it  was  seen  that  it  was  im¬ 
possible  to  obtain  very  substantial  improvement  without  a 
very  large  number  of  operations,  while  it  was  practically 
hopeless  to  remove  the  stain  on  the  face  sufficiently  to  prevent 
a  conspicuous  contrast  between  the  white  and  the  red,  which 
would  be  always  sufficient  to  call  attention  to  the  disfigure¬ 
ment,  the  mother  was  advised  not  to  spend  more  money  on 
what  must  inevitably  be  an  imperfect  result. 


Fig.  3.  NyEVUS  VASCULARIS.  Fig.  4.  N^EVUS  VASCULARIS. 
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XANTHOMA. 


J^ANTIIOM  A  occurs  in  three  anatomical  forms.  In  plates, 
xanthoma  planum,  as  seen  most  commonly  and  charac¬ 
teristically  on  the  eyelids ;  as  lines,  xanthoma  lineare  seu 
striatum,  best  seen  in  the  lines  of  the  flexures,  especially  the 
palms ;  as  nodules,  xanthoma  tuberculatum  seu  tuberosum, 
exemplified  most  frequently  on  the  extensor  aspect  of  the  joints. 
All  these  forms  are  illustrated  in  this  Plate.  Xanthoma  so 
often  affects  the  eyelids  without  any  other  part  being  involved 
that  it  is  often  regarded  as  a  special  variety — xanthoma  palpe¬ 
brarum — and  is  then  in  a  large  proportion  of  cases  associated 
with  migraine.  It  is  much  less  frequent  to  find  it  distributed 
in  numerous  foci  in  various  parts  of  the  body,  constituting 
xanthoma  multiplex,  which,  except  in  childhood,  is  usually 
associated  with  chronic  jaundice  ;  while  a  special  variety,  illus¬ 
trated  in  the  next  Plate,  is  associated  with  diabetes  mellitus, 
and  is  therefore  called  xanthoma  diabeticorum.  In  rare 
instances,  it  is  congenital,  of  which  Figure  4  is  an  example. 

The  first  three  figures  were  all  taken  from  the  same  patient, 
Mary  Ann  B.,  set.  thirty-five.  She  first  came  under  observation 
in  June  1887.  She  had  been  subject  to  sick  headaches  as  long 
as  she  could  remember,  but  had  had  no  illnesses  until  within 
the  last  twelve  months,  when  she  had  “  low  fever,”  and  was  ill 
for  two  weeks.  The  sick  headaches  always  came  on  two  or 
three  days  before  the  periods,  and  two  or  three  days  after  them, 
and  sometimes  they  also  came  on  between  the  periods  from 
trouble,  worry,  or  fatigue.  They  were  neither  more,  nor  less, 
frequent  than  in  childhood.  Her  sister  is  also  subject  to  sick 
headaches,  but  not  so  badly  as  herself,  and  she  too  has  similar 
growths  on  her  eyelids,  but  nowhere  else. 

The  patient  first  noticed  two  years  previously  a  patch  in  the 
shape  of  a  yellow  spot  on  the  middle  of  the  left  upper  lid,  and 
there  had  been  a  gradual  increase  ever  since.  The  hands  and 
arms  had  only  been  affected  since  the  spring.  She  had  no 
jaundice  when  first  seen,  only  a  slightly  sallow  tint  of  the  skin 
of  the  trunk.  This  at  a  later  period  developed  into  a  pale 
lemon  tint,  but  there  was  no  deep  jaundice.  At  the  time  first 
spoken  of,  she  had  gone  through  much  worry  from  the  illness 
of  her  husband. 

The  distribution  of  the  xanthoma  was  as  follows  : — On  the 
eyelids,  both  upper  and  lower,  it  was  in  slightly  raised  plaques  ; 
in  nodules  over  the  knee  caps,  especially  the  left,  and  slightly 
on  the  tip  of  the  elbows  ;  in  flat  plates  on  the  flexor  aspect  of  the 
forearms  and  shoulders  ;  and  in  streaks  in  the  folds  of  the  palm. 
These  were  all  of  the  typical  chamois  leather  colour.  The 
plaques  on  the  eyelids  were  quite  soft  when  pinched  up,  and 
indistinguishable  to  the  touch  from  the  healthy  skin.  Minute 
examination  with  a  lens  showed  that  the  patches  were  made  up 
of  an  aggregation  of  minute  yellow  granules,  with  a  depression 
in  the  centre;  doubtless  corresponding  to  the  orifice  of  a  sweat 
follicle,  and  giving  to  the  patches,  as  a  whole,  a  foveated  appear¬ 
ance  like  orange  peel.  The  nodules  on  the  knee,  although  still 
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small,  were  perceptible  when  pinched  up,  and  had  minute 
dilated  capillaries  over  some  of  them.  Besides  the  xanthoma 
lesions,  she  had  some  rather  persistent  flat  wheals  between  the 
shoulders  and  on  the  front  of  the  arms  and  forearms.  They 
were  slightly  reddish  and  extremely  pruritic,  and  became  more 
prominent  when  rubbed.  They  were  evidently  urticarial. 
There  was  also  a  good  deal  of  general  pruritus.  The  liver  could 
be  just  felt  immediately  below  the  ribs. 

On  October  15tli,  the  principal  patches  on  the  eyelids  were 
excised  ;  the  edges  were  brought  together  with  fine  cat-gut 
sutures,  and  covered  with  collodion.  Nearly  the  whole  of 
the  wounds  healed  by  first  intention,  and  ultimately  the  line 
of  incision  could  only  be  found  by  careful  examination,  so  that 
the  improvement  was  very  marked.  The  patient  was  seen 
from  time  to  time  for  the  next  two  years,  chiefly  for  the  relief 
of  the  general  pruritus,  and  during  this  period,  while  the 
icteric  tint  diminished,  the  xanthoma  lesions  increased  con¬ 
siderably. 

On  September  30th,  1889,  there  was  no  increase  of  the 
remaining  patches  on  the  eyelids,  and  no  return  on  the  site  of 
those  previously  excised.  On  the  other  hand,  in  all  the  other 
situations  there  was  considerable  extension,  and  she  said  that 
the  disease  was  still  progressing.  In  the  flexure  of  the  elbows 
there  was  an  irregular  patch  about  2  inches  by  1^,  consisting  of 
an  aggregation  of  flatly  convex,  millet  to  hempseed  sized  nodules, 
of  the  usual  chamois  leather  colour  ;  and  in  the  neighbourhood 
of  the  large  patch  were  a  few  scattered  nodules  also.  In  the 
flexures  of  the  hands  and  fingers,  the  streaks  were  wide,  and  the 
web  of  the  fingers  was  almost  covered  with  the  disease  in  its 
plain  form,  except  between  the  right  second  and  ring  finger 
where  there  were  two  hempseed  nodules.  There  was  only  a 
very  little  xanthoma  lineare  in  the  wrist,  popliteal  spaces  and 
soles ;  but  on  the  point  of  the  elbows  and  knees,  and  in  the 
cleft  of  the  buttocks,  there  were  patches  of  the  nodular  form, 
some  of  them  being  as  large  as  a  small  bean,  but  compounded 
of  smaller  growths.  The  mucous  membranes  were  quite  free, 
unless  a  deep  yellow  zone  in  the  ocular  conjunctiva,  where  it 
is  covered  by  the  lids,  was  due  to  xanthoma,  the  part  of  the 
conjunctiva  visible  without  pulling  down  the  lids,  being  of 
normal  colour,  and  the  patient,  though  sallow,  was  not  icteric 
in  any  other  part.  I  here  was  still  much  itching  over  the 
body,  but  it  was  worse  in  the  areas  affected  with  xanthoma, 
especially  where  the  growth  was  most  active.  A  few  of  the 
nodules  had  a  very  narrow  pink  areola.  There  had  been  no 
urticaria  for  some  months,  though  her  digestion  was  very 
imperfect,  and  she  frequently  had  pain  at  the  chest  and  left 
side,  but  none  on  the  right  for  a  long  time.  The  headaches 
were  rather  less  frequent,  but  always  came  on  two  or  three 
days  before  her  periods,  and  she  remained  subject  to  them 
until  two  or  three  days  after  the  catamenia  had  appeared. 

Soon  after  this  the  patient  went  into  a  Union  infirmary, 


and  I  saw  her  at  rare  intervals,  always  with  an  increased 
growth  of  the  xanthoma  lesions,  and  latterly  with  a  distinct 
icteric  tint.  On  June  13th,  1892,  she  came  again  to  the 
hospital,  looking  very  ill,  deeply  jaundiced,  and  her  liver  much 
enlarged,  and  the  xanthoma  increased  in  development.  She 
was  admitted  under  my  colleague  Dr.  Frederick  Roberts. 
Three  weeks  previously  she  had  had  attacks  of  hsematemesis  for 
a  week,  but  none  since.  The  face,  arms,  and  body  were  of  a 
bright  greenish  yellow,  with  which  the  canary  yellow  of  the 
xanthoma  distinctly  contrasted.  Small  brown  freckle-like 
spots  were  scattered  rather  freely  over  the  arms,  face,  neck, 
and  abdomen  ;  some  on  the  face  were  recent,  and  evidently 
haemorrhagic,  so  doubtless  the  rest  were  also  of  similar  origin. 

The  abdomen  was  distended  with  moderate  ascites,  the 
umbilicus  was  unfolded,  the  liver  border  could  be  felt  2 5  inches 
below  the  rib  margin,  and  there  was  oedema  of  the  legs  as  high 
as  the  knee.  The  spleen  was  also  enlarged.  There  was  pain 
in  both  knee  joints,  which  were  swollen,  and  there  was 
evidently  synovitis.  The  urine  contained  much  bile  pigment, 
but  no  albumen  or  sugar.  There  was  a  purring  fremitus 
just  above  the  umbilicus,  supposed  to  be  venous  ;  the  rest  of 
her  symptoms  were  not  important.  During  her  stay  in  the 
hospital  the  ascites  diminished,  and  the  anasarca  and  synovitis 
also  subsided,  and  she  left  the  hospital  on  July  17th  much 
relieved. 

The  condition  of  the  liver  was  presumably  due  to  biliary 
cirrhosis  from  obstruction  in  the  gall  duct.  Nothing  has  been 
heard  of  her  since  she  left  the  hospital. 

This  case  is  unusual  in  the  development  and  growth  of 
widely-spread  xanthoma  multiplex  without  the  presence  of 
marked  jaundice  until  quite  the  end.  Excluding  cases  occur¬ 
ring  in  childhood  and  in  diabetes,  the  number  of  cases  of 
xanthoma  multiplex  without  chronic  jaundice  is  very  small, 
and  even  in  the  exceptions,  the  xanthoma  is  usually  con¬ 
fined  to  only  a  few  regions,  and  the  eyelids  often  escape. 
The  first  development  on  the  eyelids  was  in  accordance  with 
the  majority,  the  patient  being  a  martyr  to  migraine. 

The  pathology  is  essentially  that  of  a  connective  tissue 
neoplasm  in  the  corium,  in  the  meshes  of  which  are  large 
epithelioid,  multinucleated,  fattily  degenerated,  and  infiltrated 
cells,  probably  derived  from  connective  tissue  cells.  The  whole 
growth  is  probably  the  result  of  a  chronic  inflammation.  In 
the  plaques,  the  xanthoma  giant  cells  are  the  prominent 
feature ;  in  the  nodules,  connective  tissue  growth  is  pre¬ 
dominant,  and  it  is  more  superficially  situated  in  the  skin.  In 
both  there  is  a  deposition  of  yellowisli-brown  pigment  in  the  rete. 

The  diagnosis  can  only  rarely  present  any  difficulty.  The  soft 
chamois  leather  coloured  patches  imbedded  in  the  skin  of  the 


eyelids,  and  scarcely  perceptible  to  the  touch  while  they  are  so 
conspicuous  to  the  eye,  are  very  distinctive.  The  last  point 
would  distinguish  xanthoma  from  grouped  milium  of  the 
eyelids  (Plate  LXXXIII.),  in  which  the  lesions  are  firm,  and 
sometimes,  from  deposition  of  calcareous  salts,  even  stony  to  the 
touch.  Very  often,  too,  there  is  a  black  comedo  in  some  of 
these  old  sebaceous  accumulations  which  are  only  in  the 
epidermis,  and  can  be  easily  shelled  out  by  an  incision  over 
them. 

The  lesions  of  some  cases  of  urticaria  pigmentosa  (Plate  VI.) 
have  a  resemblance,  as  far  as  colour  is  concerned,  to  xanthoma 
multiplex,  but  while  xanthoma  is  almost  confined  to  the 
limbs  and  buttocks,  urticaria  pigmentosa  is  generally  most 
marked  on  the  trunk,  and  readily  palpable  and  firm.  The 
lesions,  too,  are  split-bean  like,  not  rounded.  The  disease 
dates  from  the  earliest  days  of  infancy,  while  xanthoma 
is  only  rarely  congenital;  and,  finally,  urticaria  factitia 
(Plate  XII.),  and  also  at  times  ordinary  wheals,  are  usually 
present. 

No  internal  or  external  treatment  has  any  effect  on 
xanthoma  lesions,  and  the  isolated  instances  of  spontaneous 
involution,  except  in  diabetic  cases,  only  show  what  slender 
grounds  there  are  for  hoping  for  such  a  result. 

Excision  is  the  only  plan,  and  may  be  resorted  to  on  the 
eyelids  to  remove  disfigurement,  or  in  other  situations  where 
there  is  inconvenience  from  the  presence  of  the  lesions. 
Remembering  that  the  morbid  growth  is  deep  in  the  corium, 
the  whole  thickness  of  the  cutis  must  be  removed,  and,  at 
the  same  time,  great  care  must  be  exercised  not  to  penetrate 
the  eyelid,  nor,  if  on  the  lower  lid,  to  produce  any  eversion  so 
as  to  prevent  the  tears  going  down  the  nasal  duct.  If  the 
operation  is  done  antiseptically,  primary  union  ought  to  be 
produced  with  a  scarcely  perceptible  scar. 

Figure  4  represents  a  patch  of  congenital  xanthoma  in  a 
boy,  set.  10.  There  is  nothing  to  be  added  to  the  story  told  by 
the  Plate,  except  that  the  boy  was  born  with  it,  and  it  had  not 
altered  in  any  way  since  birth. 

Xanthoma  is  a  very  rare  affection  in  any  form  in  children, 
and  it  is  still  more  rare  for  it  to  be  congenital  in  development, 
even  if  it  be  so  in  origin. 

Children’s  xanthoma  cannot  be  connected  with  any  special 
etiological  conditions,  and  the  eyelids  generally  escape,  while 
the  anal  cleft  is  rather  a  favourite  position ;  in  all  other 
respects  it  resembles  the  adult  cases.  Small  solitary  patches 
are  probably  not  so  very  rare,  but  are  doubtless  often  over¬ 
looked,  as  they  give  no  trouble  unless  in  some  conspicuous 
position. 


PLATE  LVIII. 


Fig.  4.— XANTHOMA  CONGENITALE  (Abdomen). 


XANTHOMA. 


XANTHOMA  DIABETICORUM. 


millS  affection  differs  considerably  from  the  ordinary  form 

of  Xanthoma  multiplex  in  its  etiology,  which,  as  the 
name  suggests,  is  closely  associated  with  diabetes  mellitus  ; 
in  the  character  of  most  of  the  lesions,  which  are  evidently 
inflammatory  ;  and  in  the  tendency  of  the  nodules  to  undergo 
involution  if  the  diabetes  is  successfully  treated. 

The  present  instance  was  that  of  a  gentleman,  aged  38, 
who  was  sent  to  me  by  Dr.  Duncan  Greig  on  February  5th, 
1891,  for  diagnosis.  He  was  in  appearance  a  healthy,  well- 
nourished  man,  but  on  being  questioned  admitted  that  for  the 
last  nine  months  his  spirits  had  not  been  so  good  as  formerly, 
that  he  had  some  lassitude,  and  that  he  was  more  easily  tired 
than  he  used  to  be.  The  eruption  had  commenced  on  the 
buttocks  soon  after  Christmas  1890 ;  next  it  appeared  on  the 
front  of  the  arm,  and  then  on  the  elbows  and  knees,  and  the 
lesions  had  been  gradually  increasing  in  number  and  develop¬ 
ment  ever  since.  On  the  buttocks,  they  varied  from  a  millet 
seed  to  a  pea  in  size,  were  of  a  slightly  reddish  colour,  but  on 
stretching  the  skin  a  yellow  tint  was  brought  into  view.  On 
the  elbows,  a  pale  yellow  tint  was  visible  without  stretching, 
but  it  was  much  less  pronounced  than  in  the  majority  of  cases 
of  ordinary  Xanthoma.  There  were  no  telangiectases,  and  the 
lesions  were  not  red  based  papules  with  a  yellow  cap,  though 
perhaps  more  yellow  at  the  apex  than  at  the  base. 

The  urine  contained  18  grains  of  sugar  in  the  ounce,  and 
he  passed  65  ounces  in  twenty-four  hours  on  the  day  of  the 
estimation  of  the  sugar.  A  papule  was  excised  from  the 
extensor  aspect  of  the  right  elbow  for  microscopical  examina- 
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tion.  The  patient  was  put  upon  the  treatment,  dietetic  and 
medicinal,  for  diabetes,  and  the  eruption  gradually  disappeared 
without  any  local  application.  This  case  illustrates  the  diag¬ 
nostic  importance  of  the  eruption,  as  there  was  nothing  except 
this  to  suggest  the  presence  of  glycosuria.  In  one  or  two 
cases  the  eruption  has  preceded  glycosuria.  Nearly  all  the 
cases  have  been  males,  and  have  been  well  nourished.  The 
morbid  process  appears  to  be  of  the  same  nature  anatomically 
as  ordinary  Xanthoma,  but  with  more  signs  of  inflammation, 
and  less  growth  of  connective  tissue.  The  points  of  distinction 
between  this  and  ordinary  Xanthoma  are  as  follows  : — It  is 
evolved  suddenly,  involution  always  occurs  sooner  or  later,  the 
lesions  are  firm  and  solid,  appear  at  first  like  inflammatory 
papules,  and  always  occur  in  nodules,  and  never  in  plaques  or 
strise.  They  have  a  special  predilection  to  develop  on  the 
buttocks  and  the  limbs,  while  the  eyelids  are  never  attacked. 
In  ordinary  Xanthoma  the  lesions  are  evolved  very  gradually  ; 
only  in  the  rarest  instances  is  there  a  tendency  to  involution, 
and  then  it  is  very  gradual.  Except  the  large  tumours  the 
lesions  are  so  soft  as  to  be  scarcely  perceptible  to  the  touch, 
plates  and  striae  are  far  more  common  than  nodules,  and  there 
are  never  any  signs  of  inflammation,  while  the  yellow  tint 
is  always  present,  and  usually  to  a  conspicuous  degree. 
Xanthoma  multiplex  also  is  rare  without  the  presence  of 
jaundice,  the  eyelids  are  nearly  always  involved,  while  there  is 
no  special  tendency  to  attack  the  buttocks  nor  to  be  seated  at 
the  hair  follicles,  and  subjective  symptoms,  such  as  itching,  are 
exceptional. 


PLATE  LIX. 
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LUPUS  VULGARIS  AND  EPITHELIOMA. 


Lupus  infiltration,  and  the  serious  but  rare  complication  of  Epithelioma, 


The  Plate  is  a  good  illustration  of  an  extensive 

rpHE  elementary  lesion  of  lupus  vulgaris  is  a  brownish  red, 
semi-translucent  nodule,  the  size  of  a  hempseed,  or  a  little 
larger,  raised  above  the  surface  when  fully  developed,  while  at 
first  it  appears  simply  as  a  dull  red  spot  in  the  cutis.  As  the 
lesions,  for  there  is  generally  a  small  irregular  group  of  them, 
enlarge  and  become  raised,  they  coalesce  into  a  patch  of 
infiltration,  scantily  covered  with  scales  and  occasionally  with 
crusts. 

The  activity  of  the  process  is  usually  intermittent,  and  as 
a  whole  very  slow,  though  there  are  a  few  cases  acute  in 
their  development  and  course.  During  an  exacerbation  fresh 
nodules  appear  in  the  neighbourhood  of  the  patch,  and  as  both 
the  original  lesion  and  its  “  satellites,”  as  Hutchinson  calls  them, 
enlarge,  they  meet  and  coalesce,  so  that  the  patch  grows  both 
by  its  own  extension  and  the  absorption  of  its  progeny  into 
itself. 

As  a  rule,  the  patches  are  few  in  number,  and  there  is  often 
only  one  which  may  very  gradually  extend  in  all  directions. 
On  the  other  hand,  multiple  and  distant  foci  may  simul¬ 
taneously  or  successively  appear.  (See  Plates  LXI.  and 
LXIII.) 

Lupus  vulgaris  is  structurally  a  new  growth  of  the 
granuloma  class,  containing  giant  cells,  resulting  from  the 
irritation  of  tubercle  bacilli.  This  granulation  tissue  is  poorly 
nourished,  and  easily  breaks  down  or  atrophies.  Its  ultimate 
fate  varies  with  the  suitability  of  the  soil  for  the  bacillus — i.e., 
the  constitution  of  the  patient  with  his  surrounding  circum¬ 
stances,  and  with  the  position  of  the  lupus. 

A  large  proportion  of  the  victims  come  of  a  phthisical  stock, 
though  it  is  rather  the  exception  for  the  patient  himself  to  be 
phthisical,  or  display  signs  of  internal  tuberculosis.  Given 
the  most  favourable  circumstances,  viz.,  that  his  health  is 
fairly  good,  that  he  has  reached  the  adult  age,  that  his 
circumstances  are  easy,  and  that  he  is  not  exposed  to 
vicissitudes  of  weather,  the  central  portion  of  the  infiltra¬ 
tion  may  undergo  involution  and  absorption,  and  a  thin 
atrophically  cicatricial  tissue  be  left,  but  almost  invariably 
enclosed  in  a  still  vitalised,  if  not  at  the  moment  active, 
border.  Complete  spontaneous  involution  of  the  whole  of 
a  lupus  patch  is  one  of  the  rarest  events. 

If,  however,  the  patient's  tubercular  constitution  takes 

the  form  which  is  clinically  known  as  scrofulous  or  strumous  ; 

or  if  he  is  exposed  to  the  vicissitudes  of  weather  or  other  form 

of  irritation,  e.g.,  injudicious  treatment ;  or  if  the  lupus  is  on 

the  border  of  the  skin  and  a  mucous  membrane,  then  the 

infiltration  may  at  any  time  break  down  into  ulceration,  with 

thick  purulent  secretion,  which  dries  into  thick  yellowish  or 

greenish  yellow  crusts,  beneath  which  the  ulceration  slowly 

spreads  in  extent,  but  without,  as  a  rule,  penetrating  very  deeply 
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into  the  tissues.  Healing  may  often  be  temporarily  produced 
by  the  removal  of  crusts  and  the  application  of  antiseptic 
coverings,  but  unless  the  ulceration  has  destroyed  the  lupus 
tissue,  or  this  is  removed  by  a  more  radical  treatment  than 
the  above  mentioned  method,  it  readily  breaks  down  again 
on  the  smallest  provocation.  When  healing  has  been  pro¬ 
duced,  the  cicatrix  is  necessarily  deeper,  thicker,  and  harder 
than  that  produced  by  involution.  It  is  seldom,  however, 
that  a  clean  uniform  cicatrix  is  obtained  ;  usually,  even  when 
the  removal  of  the  lupus  tissue  has  appeared  to  be  complete, 
fresh  nodules  spring  up  in  the  cicatrix,  or,  more  correctly, 
remnants  of  lupus  tissue  left  in  it  grow  and  become  visible, 
and  have  to  be  subsequently  dealt  with  by  one  or  other  of 
the  numerous  therapeutic  methods  recommended. 

While  the  face  is  the  most  frequent  position  for  lupus,  it 
may  also  attack  other  parts,  such  as  the  limbs,  buttocks,  and 
the  mucous  membranes  of  the  mouth,  nose,  or  eye.  On 
the  other  hand,  it  rarely  occurs  on  the  hairy  scalp,  upper 
eyelids,  palms,  and  soles.  Even  when  those  regions  are 
attacked,  it  is  almost  always  by  extension  from  neighbouring 
parts. 

Lupus  on  the  limbs  occurs  in  a  large  proportion  of  cases 
in  scrofulous  subjects,  often  in  connection  with  diseased  bone. 
Strumous  dermatitis,  and  therefore  suppuration  and  ulceration 
are  nearly  always  predominant  features,  and  not  unfrequently 
there  is  no  true  lupus  tissue  present.  Two  forms  of  papillary 
hypertrophy  are  liable  to  occur  in  these  cases  of  pseudo-lupus ; 
in  one  there  is  a  diffuse  warty  growth  known  as  lupus 
verrucosus  ;  in  the  other  there  are  soft  cauliflower-like  growths 
constituting  lupus  papillomatosus.  (See  Plates  LXI.  and 
LXVIII.)  These  forms  of  scrofuloderma  are  especially  common 
on  the  hands,  feet,  and  buttocks.  Another  consequence  of 
long  continued  inflammation  is  permanent  blocking  of  many  of 
the  lymphatics  of  the  limb  and  consequent  elephantiasis.  The 
present  plate  depicts  a  fourth  and  most  serious  complication — 
Epithelioma — developed  in  a  partially  cicatricial  portion  of  a 
lupus  infiltration  of  many  years'  standing,  which  has  extended 
over  the  greater  part  of  the  face. 

The  patient,  Montagu  G.,  set.  twenty-nine,  pourtrayed  in 
the  drawing,  was  sent  to  me  at  University  College  Hospital 
by  Dr  Gilpin  of  Bourne  on  December  10th,  1890,  and  was 
admitted  into  the  hospital  on  the  18th.  His  father  and 
mother  were  still  alive  and  in  good  health,  and  of  his  eight 
brothers  and  four  sisters  only  one  of  the  latter  was  afflicted 
with  lupus,  all  the  rest  being  quite  healthy. 

His  own  disease  dates  from  the  age  of  nine  years,  when  he 
had  abscesses  in  the  thigh  and  hip  disease,  and  a  small  pimple 
appeared  where  the  fungating  growth  now  is.  The  disease 
gradually  spread  over  the  right  side  of  the  face,  under  the 


chin,  and  down  the  neck  on  the  right  side,  as  shown  in  the 
drawing  ;  while  on  the  left  side  it  only  affected  the  rest  of  the 
nose  and  a  portion  of  the  cheek  adjoining,  as  far  out  as  the 
outer  border  of  the  orbit,  but  entirely  below  the  orbital 
margin. 

He  has  had  much  previous  treatment,  with  temporary 
improvement,  but  the  disease  has  always  recurred.  The 
fungating  growth  over  the  lower  jaw  began  four  months 
previously,  and  has  grown  rapidly  during  the  last  month.  On 
admission  the  lupus  occupied  the  position  depicted  in  the 
drawing  on  the  right  side,  and  on  the  left  the  limits  already 
described,  with  the  addition  of  some  small  patches  on  the  left 
side  of  the  neck.  The  whole  was  of  a  dull  red  of  a  slightly 
more  brownish  hue,  and  rather  more  waxy-looking  than  could 
be  shown  in  the  drawing.  It  evidently  consisted  of  an  infiltra¬ 
tion  made  up  of  nodules  which  had  coalesced,  but  on  the 
borders  the  nodular  character  was  still  discernible.  The 
surface  was  slightly  scaly,  but  nowhere  crusted,  and  there  was 
no  ulceration  except  in  the  fungating  growth.  There  was, 
however,  considerable  cicatrisation  about  the  neck  and  lower 
jaw  and  on  the  front  of  the  nose. 

The  fungating  mass  measured  about  If  inches  in  its  longest 
and  If  inches  in  its  shortest  diameter,  projected  about  f  inch 
above  the  surface  on  the  upper,  and  about  f  inch  at  its  lower 
border.  When  pinched  up  with  the  surrounding  tissue  indura¬ 
tion  was  well  marked.  In  colour  it  was  of  a  bright  florid  red,  and 
had  only  a  thin  purulent  secretion  upon  it.  He  had  occasionally 
stabbing  pains  in  it  and  slight  aching,  but,  as  a  rule,  it  was 
not  painful.  There  were  no  enlarged  glands  in  the  neighbour¬ 
hood.  He  was  lame  from  the  old  hip  disease,  but  his  general 
health  was  good.  The  growth  was  excised  by  my  colleague, 
Mr.  Pollard;  and  all  but  the  central  portion,  the  edges  of  which 
were  too  widely  apart  to  be  brought  together,  healed  by  first 
intention.  A.  year  later  his  medical  man  said  there  had 
been  no  recurrence  of  the  growth.  The  patient  refused  to 
have  the  lupus  dealt  with,  and  he  was  therefore  discharged. 

Microscopic  examination  of  the  growth  showed  that  it  was 
typical  epithelioma  in  very  active  growth. 

Epithelioma,  developing  on  lupus  vulgaris,  is,  as  already 
stated,  a  rare  event.  It  may  form  either  in  the  old  cicatrix  of 
lupus,  or  in  the  active  lupus  tissue  itself.  In  the  former  case, 
at  all  events  as  long  as  it  is  confined  to  the  cicatricial  tissue, 
its  relationship  is  the  same  as  an  epithelioma  supervening  in 
any  other  cicatrix  ;  but  when  it  commences  in,  or  encroaches 
on,  the  true  lupus  tissue,  it  tends  to  spread  with  frightful 
rapidity,  and  rapid  and  extensive  recurrence  is  the  rule,  leading 
to  the  speedy  destruction  of  the  patient.  This  may  be,  because 
lupus  tissue  is  particularly  favourable  for  the  growth  of 


epithelioma,  and  that  the  lymphatics  of  the  part,  stuffed  with 
lupus  cells,  greatly  facilitate  its  extension  along  them.  The 
comparative  youth  of  the  patient  for  the  development  of 
cancer  is  noteworthy,  but  by  no  means  exceptional  for 
lupus  cancer,  a  large  proportion  of  the  recorded  cases  having 
been  young  adults.  In  this  case,  the  epithelioma  had  com¬ 
menced  in  the  cicatricial  part  of  the  lupus,  and  was  thus,  so 
far,  favourable,  ,  but  it  is  to  be  remarked  that  in  the  last  month 
before  excision  the  patient  said  it  had  rapidly  extended.  The 
absence  of  recurrence  a  year  later  was  indicative  of  the  incision 
having  gone  well  beyond  the  growth,  and  affords  good  ground 
for  hopefulness  against  recun’ence  in  the  future. 

The  diagnosis  of  a  growth  like  this  would  turn  on  the  fact 
of  its  occurrence  in  lupus  tissue,  or  in  the  cicatrix,  in  the 
induration  of  the  mass,  and  probably  of  the  adjacent  tissue, 
and  as  the  disease  progressed  the  stabbing  pains,  and  dull 
aching  especially,  after  having  been  handled.  Comparison 
should  be  made  with  the  papillomatous  growth  in  xeroderma 
pigmentosum,  Plate  LXXV.  Here  the  tumour  was  quite  soft 
and  painless,  and  merely  had  to  be  excised  from  its  pedicle 
attachment. 

The  treatment  for  all  these  epitheliomatous  growths  is  early 
and  free  excision,  going  well  beyond  the  visible  disease. 

Where  this  is  done  in  good  time,  and  if  the  epithelioma  is 
in  cicatricial  tissue,  the  prognosis  is  fairly  favourable,  but 
where  the  growth  is  in  active  lupus  tissue,  it  is  impossible  to 
ascertain  how  far  it  has  extended  along  the  lymphatics,  and 
the  excision  must  be  more  than  usually  wide  of  the  new 
growth,  to  give  the  patient  even  a  chance  of  avoiding  a  recur¬ 
rence. 

With  regard  to  the  lupus  itself,  free  scraping  with  a 
curette,  followed  by  swabbing  with  strong  carbolic  acid,  would 
get  rid  of  much  of  the  lupus  tissue.  The  recurrences  might 
be  dealt  with,  either  by  further  operations,  which  is  the 
quickest  way,  or  Unna’s  salicylic  acid  plaister,  with  or  without 
creasote,  might  be  steadily  applied,  and  small  nodules  bored  out 
at  intervals  with  a  sharp  point  of  wood  (a  hard  German  tooth¬ 
pick  is  a  good  form  of  it)  dipped  in  the  fuming  acid  nitrate  of 
mercury.  In  order  that  the  treatment  should  be  effectual,  it 
must  be  unremitting,  and  requires  no  little  fortitude  on  the 
part  of  the  patient,  and  perseverance  on  the  part  of  the 
operator.  With  all  this,  the  treatment  of  extensive  lupus,  like 
that  of  the  case  under  discussion,  is  most  disappointing,  and 
requires  much  experience  and  judgment  to  combat  the  almost 
ineradicable  tendency  of  the  disease  to  recur.  This  is  chiefly 
due  to  our  inability  to  get  at  all  the  particles  of  tissue  which  are 
pocketed  in  the  interstices  of  the  connective  tissue,  ever  ready 
to  become  active  in  the  form  of  fresh  nodules  in  the  cicatrix. 
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LUPUS  VULGARIS  WITH  EPITHELIOMA. 
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LUPUS  VULGARIS  AND  LUPUS  PAPILLOMATOSUS. 


fTIHE  preceding  Plate  depicted  diffuse  lupus  infiltration,  and 
it  was  pointed  out  that  this  was  produced  by  the  aggrega¬ 
tion  and  subsequent  coalescence  of  the,  at  first,  separate  nodules. 

Figure  1  shows  a  patch  of  early  lupus  on  the  front  of  the 
thigh,  in  which  the  component  nodules  are  still  distinctly 
visible,  and  the  process  of  coalescence,  which  has  already 
commenced,  can  be  traced. 

The  patient,  Arthur  R.,  set.  ten,  first  came  under  my 
observation  in  March  1887,  his  mother  having  brought  him 
not  for  the  patch  of  lupus  depicted  in  the  drawing,  but  for  a 
far  more  extensive  ulcerating  lupus  on  the  inner  side  of  each 
knee,  which  is  illustrated  in  Plate  LXIII.,  Figs.  11  and  12. 

There  is  a  strong  family  history  of  phthisis,  several  of  the 
mother’s  relations  and  three  paternal  uncles  having  died  of  it, 
but  the  boy  has  five  brothers  and  four  sisters  quite  healthy, 
and  both  parents  were  healthy. 

The  patient  had  an  ulcer  on  the  right  cornea  when  two  and 
a-half  years  old,  but  with  the  exception  of  that  and  the  lupus, 
his  general  health  has  been  fairly  good.  The  mother  stated 
that  the  nurse  noticed  a  little  spot  on  the  inner  side  of  each 
knee  when  he  was  born,  and  when  three  weeks  old  he  had 
measles  and  whooping-cough,  and  after  these  the  disease  had 
gradually  spread,  occasionally  ulcerating  and  then  healing 
again,  and  that  during  the  last  month  it  had  been  getting 
worse.  The  patch  on  the  thigh  was  comparatively  recent,  but 
its  exact  duration  was  doubtful.  The  mother’s  statement  that 
the  disease  was  actually  congenital  on  the  inner  side  of  each 
knee  must  be  received  with  caution. 

On  admission  to  the  hospital,  the  boy  looked  fairly  healthy 
at  first  sight,  but  closer  examination  showed  the  scars  of  old 
keratitis  on  the  right  eye ;  moderate  enlargement  of  the 
glands  in  front  of  the  sterno-mastoid  on  both  sides,  most 
marked  on  the  left,  and  the  glands  in  the  posterior  triangle 
were  similarly  enlarged  ;  in  both  groins,  the  glands  were 
not  only  enlarged  but  tender,  while  those  in  the  axilla 
were  only  slightly  larger  than  normal.  The  viscera  were 
normal.  The  patch  of  lupus  on  the  thigh  requires  no  further 
description,  except  that  there  was  a  brownish  translucent 
appearance  that  the  paint-brush  cannot  give.  A  large  patch 
of  lupus  was  situated  on  the  inner  side  of  the  right  knee, 
extending  to  the  middle  line  in  front,  and  rather  beyond  the 
middle  line  behind,  reaching  three  fingers’  breadth  below  the 
lower  border  of  the  patella,  and  to  the  same  extent  above  it. 
The  margin  was  distinctly  raised  in  the  form  of  nodules,  some 
of  which  coalesced,  while  others  were  discrete.  In  the  centre 
of  the  patch  was  a  white,  somewhat  crescentic,  scar,  with  a 
raised  red  margin,  while  beyond  it,  extending  to  the  margin, 
the  growth  was  irregularly  deposited  in  nodules,  latches,  and 
scabs.  The  outer  side  of  the  right  knee  was  free  from  disease. 

On  the  left  leg,  extending  from  the  middle  of  the  knee-joint 

to  about  6  inches  on  the  inner  side  of  the  thigh,  was  an 
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elongated  figure  of  8-shaped  lupus  patch.  The  upper  segment 
of  this  consisted  of  a  raised  outer  segment  of  nodules,  with  a 
scattered  discrete  one  in  the  centre.  The  constriction  of  the 
figure  of  8  is  occupied  by  a  raised  red  mass  of  lupus  tissue. 
The  lower  portion  of  the  lower  segment  was  occupied  by  a 
deep  ulcerating  furrow,  which  forms  the  inner  limit  of  the 
disease.  Above  this  there  were  some  white  and  yellow  crusts. 
The  front,  back,  and  outer  side  of  the  leg  were  quite  free. 
The  photograph  shows  some  extension,  it  having  been  taken 
about  three  years  later,  but  at  the  same  time  the  central 
portion  was  more  extensively  cicatricial  from  vigorous  scraping 
and  other  treatment.  The  photograph  below  is  of  the  same 
case  after  treatment  by  tuberculin  injections.  This  subject 
will  be  discussed  in  the  description  of  Plate  LXIII. 

Figure  2.  This  figure  shows  lupus  vulgaris  dissemina- 
tus,  or  nodular  lupus,  in  multiple  foci,  on  the  face,  and 
the  case  is  further  illustrated  in  Figures  7  and  8  of 
Plate  LXIII.  As  already  stated,  it  is  unusual  for  lupus 
vulgaris  to  show  itself  in  more  than  one  region,  and  even 
in  that  one  region,  most  frequently  the  face,  there  are 
seldom  more  than  one  or  two  patches,  but  here  there  are 
four  patches  on  the  face,  and  additional  foci  on  the  limbs.  It 
is  the  rule  that  when  there  are  several  foci  in  various  regions, 
they  all  come  out  together,  or  very  nearly  simultaneously,  but 
in  this  case  the  patches  had  formed  successively  during  a 
period  of  eight  years.  Again,  in  the  great  bulk  of  the  cases, 
lupus  begins  in  childhood,  but  the  present  case  was  twenty- 
seven  years  old  before  the  first  patch  appeared. 

Russell  H.,  set.  thirty-seven,  a  small  tradesman  in  a  country 
town,  was  admitted  into  University  College  Hospital  on  April 
10th,  1891.  He  had,  however,  been  an  out-patient  for  some 
time.  Out  of  three  brothers  and  five  sisters  he  had  lost  one 
sister  in  infancy,  the  cause  unknown,  and  another  sister  died 
of  consumption  at  the  age  of  twenty-nine,  but  his  father  and 
mother  were  both  alive  and  well,  and  over  seventy  years 
of  age. 

The  patient  had  never  had  any  serious  illness  until  ten 
years  previously,  when  he  had  erysipelas  of  the  head  and  face. 
Soon  afterwards  he  suffered  from  disease  of  one  of  the  bones  of 
his  right  second  toe.  Two  years  later  a  patch  of  lupus 
appeared  on  the  inner  side  of  the  left  thigh.  The  next  two 
patches  appeared  two  years  later  on  the  outer  side  of  each 
thigh,  and  two  years  afterwards  patches  appeared  on  the  arms 
and  forearms ;  the  face  was  not  attacked  until  between  two 
and  three  years  before  I  saw  him,  the  nose  being  first  affected. 
Six  months  later  the  cheek  was  involved,  and  the  temple  one 
year  ago,  while  only  a  month  ago  a  small  patch  appeared  on 
the  forehead.  He  also  had,  without  being  aware  of  them,  an 
oval  patch,  nearly  1J,  inches  long  on  the  hard  and  soft  palate, 
and  another  the  size  of  sixpence  on  the  left  anterior  pillar  of 


the  fauces.  Altogether  there  were  seventeen  patches — four  on 
the  face,  two  in  the  mouth,  ten  on  the  limbs,  and  one  small 
one  on  the  right  side  of  the  abdomen. 

His  viscera  were  apparently  healthy,  and  his  general 
health  was  good.  During  his  attendance  as  an  out-patient, 
he  had  had  salicylic  acid,  collodion,  and  many  other  applica¬ 
tions,  but  with  only  a  temporary  checking  effect.  The  disease 
on  the  whole  progressed,  and  he  was  therefore  admitted  to 
have  a  combined  treatment  of  scraping  and  tuberculin  injec¬ 
tions,  of  which  the  account  will  be  given  in  the  description  of 
Plate  LX1II. 

Figure  3.  Papillary  overgrowth,  constituting  what  is  termed 
papillomatous  development,  may  occur  as  a  complication  of 
many  chronic  inflammatory  and  neoplastic  conditions,  examples 
of  which  may  from  time  to  time  be  seen  in  chronic  eczema, 
psoriasis  more  rarely,  tertiary  syphilides,  lupus  vulgaris, 
and  its  ally  scrofuloderma,  the  last  named  being  the  most 
frequent  antecedent.  The  overgrowth  may  be  hard  and  warty, 
as  in  lupus  verrucosus,  or  soft  and  fungating.  The  soft 
fungating  form  is  most  likely  to  occur  where  a  moist  raw 
surface  has  existed  for  some  time,  hence  its  frequency  in 
scrofuloderma. 

The  present  case  affords  an  example  of  the  soft  form,  or 
lupus  papillomatosus,  and  is  on  one  of  the  most  frequent 
sites  of  election,  viz.,  the  buttocks,  the  back  of  the  hands  or 
feet  being  still  more  frequently  affected. 

The  patient,  Alfred  M.,  set.  twelve,  was  admitted  into 
University  College  Hospital  on  May  2nd,  1891,  but  had  for 
three  months  previously  attended  as  an  out-patient.  He  was 
born  and  bred  in  the  country,  and  looked  a  healthy  country 
lad. 

There  was  no  history  of  phthisis  in  his  family.  The 
disease  of  the  left  buttock  began  when  he  was  two  months 
old,  and  had  gradually  progressed  up  to  the  last  three  or  four 


years.  It  was  usually  larger,  and  discharged  more  in  the 
autumn  and  spring  than  at  other  times  of  the  year,  when  it 
was  generally  quiescent.  When  first  seen  three  months  pre¬ 
viously,  there  was  a  patch  5  inches  in  diameter  on  the  inner 
half  of  the  left  buttock.  The  outer  fourth  was  partially 
cicatricial,  with  the  border  infiltrated  with  nodules  of 
brownish  semi-translucent  tissue.  The  upper  three-fourths 
presented  the  aspect  of  a  soft  papilloma,  and  here  and  there 
a  bead  of  pus  could  be  pressed  out  between  the  papilliform 
processes.  On  admission,  there  was  very  little  change  in  the 
character  of  the  patch  except  that  the  pustular  element  had 
diminished  chiefly  from  iodoform  applications.  A  test  injec¬ 
tion  of  1)03  tuberculin  was  administered  on  May  4th.  It  did 
not  produce  any  general  and  only  slight  local  reaction,  in  the 
form  of  redness,  on  and  round  the  patch,  with  slight  swelling 
and  slight  exudation,  chiefly  serous. 

On  May  9th,  he  was  put  under  ether,  and  the  patch 
thoroughly  scraped  all  round  the  edges  with  a  curette,  while 
the  centre,  where  it  had  become  more  fibrous,  was  cut  away 
with  a  knife.  The  surface  of  the  wound  was  then  freely 
swabbed  with  strong  carbolic  acid,  and  dressed  with  wet  boric 
lint  under  oiled  silk,  and  ’003  of  tuberculin  was  injected,  and 
subsequently  '005.  The  general  reaction  was  trifling,  except 
that  there  appeared  a  livid  red  rash  all  over  the  trunk  in 
fine  very  slightly  raised  papules  of  scarlatiniform  character. 
The  patch  was  swollen,  inflamed,  and  tender,  with  a  serous 
discharge.  This  was  on  the  16th  after  the  larger  dose.  The 
rash,  however,  had  faded  by  the  18th,  and  he  was  beginning 
to  desquamate  by  the  21st.  Epithelial  islets  were  growing- 
in  from  the  edge,  and  springing  up  in  the  middle,  and  some 
of  the  granulations  were  exuberant.  These  were  dusted  with 
salicylic  acid ;  healing  progressed  rapidly,  and  was  complete 
by  the  end  of  June,  when  he  was  sent  home,  much  improved, 
with  some  of  the  hard  fibrous  base,  but  very  little  lupus  tissue 
left,  and  as  he  has  not  attended  the  hospital  since,  the  pre¬ 
sumption  is  that  the  disease  is  quiescent. 
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PLATE  LX  I. 


TUBERCULOSIS  CUTIS. 


J^IGURES  1  and  2  of  this  Plate  show  examples  of  that  form 

of  tuberculosis  of  the  skin  which  is  often  called  Scrofulous 
Lupus.  The  term  “  scrofulous is  clinically  convenient  for 
this  class  of  tuberculosis  of  the  skin,  which  of  itself  is  too 
wide  a  term,  and  covers  too  many  varieties  of  the  disease  to 
convey  any  definite  idea  of  the  clinical  aspect  of  the  skin 
lesion  thus  designated. 

Figure  1  represents  two  rings  of  eruption  on  the  posterior 
and  inner  aspect  of  the  right  thigh.  The  patient,  Charles  L., 
cet.  13,  was  brought  to  University  College  Hospital  in  March 
1893,  with  the  disease  as  here  represented. 

It  began  when  he  was  four  years  old,  and  had  gradually 
increased  to  a  large  patch,  and  then  the  centre  underwent 
involution  as  the  disease  extended.  When  first  seen  the 
lesions  consisted  of  rings,  the  border  of  which  was  about  a 
quarter  of  an  inch  wide,  elevated  to  about  the  same  extent 
above  the  surface,  rising  very  abruptly  on  its  outer  side,  but 
sloping  gradually  on  the  inner  border;  in  colour  it  was  of 
a  slightly  brownish  red,  and  moderately  crusted  here  and 
there,  but  there  was  only  slight  excoriation  beneath  on  the 
forcible  removal  of  some  of  these  crusts.  Within  this  ring 
the  skin  was  white,  and  atrophically  cicatricial,  the  cicatrix 
being  produced  by  absorption  of  the  lupus  infiltration  in  the 
connective  tissue  and  not  by  ulceration.  The  patient  had 
keratitis  in  both  eyes,  had  had  diseased  bone  removed  from 
both  arms,  and  there  were  enlarged  and  caseating  but  not 
suppurating  glands  in  the  neck.  The  lungs  and  heart  were 
normal.  The  mother  had  died  of  phthisis,  but  the  rest  of  the 
family  history  could  not  be  ascertained. 

The  patient  was  admitted  into  the  hospital  and  the 
diseased  tissue  scraped  away  with  a  sharp  spoon  as  thoroughly 
as  possible,  and  the  raw  surface  swabbed  with  strong  carbolic 
acid.  The  wounds  healed  soundly,  -and  the  boy  left  the 
hospital  apparently  well,  and  has  not  since  been  seen. 

Figure  2  represents  a  limb  in  which  there  has  been 
disease  of  the  bones  of  the  fingers  and  forearm,  with  resulting 
deformity,  hence  the  old  name  of  Lupus  Mutilans.  There 
was  also  superficial,  scaly  incrustation  scattered  about  the 
extensor  aspect  of  the  limb,  while  at  the  wrist  was  a  dense 
mammillated  dark  greenish  coloured  crust,  which  covered 
a  papillomatous  development  on  a  raw  surface, — this  condition 
being  sometimes  called  Lupus  Papillomatosus. 

The  disease  of  the  skin  in  this  case,  however,  differs 
from  that  of  Figure  1,  as  there  is  no  real  lupus  tissue 
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externally,  but  merely  chronic  inflammation  with  ulceration 
(vide  Plate  LXVIII).  The  papillomatous  development  is  not 
actually  tubercular,  as  it  is  a  complication  which  may  accom¬ 
pany  any  chronic  ulceration,  such'  as  that  of  old  gummatous 
syphilitic  ulceration. 

The  patient  to  whom  this  limb  belonged  was  Emma  D., 
cet.  38,  who  came  to  University  College  Hospital  to  bring  her 
son,  cet.  6  years,  who  had  a  patch  of  Lupus  verrucosus  on  his 
left  forearm.  Enquiry  into  the  family  history  elicited  the 
fact  that  the  mother  herself  had  her  left  hand  and  forearm 
crippled  in  the  way  shown  in  the  plate.  She  stated  that  the 
disease  began  when  she  was  four  years  old,  on  the  back  of  the 
left  hand,  and  had  gradually  extended.  There  has  been  no 
operation  performed,  but  there  has  been  evident  destruction 
of  the  metacarpal  and  other  bones  of  the  hand,  and  the  limb 
has  contracted  considerably.  The  soft  tissues  have  repeatedly 
suppurated  and  broken  down,  though  the  limb  as  a  whole 
has  healed  and  been  nearly  quiescent  for  fourteen  years,  with 
the  exception  of  the  papillomatous  growth,  which  had  de¬ 
veloped  in  the  last  six  years,  and  since  the  drawing  was 
made  (about  three  years)  had  notably  extended,  when  she 
was  last  seen  on  April  23rd,  1895.  There  was  no  history 
of  phthisis  in  the  family,  and  her  own  health  had  been  fairly 
good  during  the  last  fourteen  years.  No  treatment  was 
desired  by  the  patient. 

The  acute  tubercular  ulcer  is  a  rather  rare  form  of  Tuber¬ 
culosis  cutis,  which  is  usually  seeu  in  patients  with  advanced 
phthisis,  in  the  form  of  sharp-edged  ulcers  at  the  borders  of 
the  skin  and  mucous  membrane  of  the  mouth  and  nose. 

Figure  3  represents  a  tubercular  ulcer  with  a  somewhat 
different  history.  The  patient,  Edith  B.,  was  brought  to 
University  College  Hospital  on  February  17th,  1894,  with  an 
ulcer  on  the  right  inner  canthus,  which  the  mother  stated 
began  as  an  abscess  three  months  previously,  evidently  in  the 
lachrymal  duct.  Six  weeks  before  Christmas  1893,  the  abscess 
was  opened  at  the  Royal  Free  Hospital,  and  the  resulting 
ulcer  had  never  healed.  When  brought  to  University  College 
Hospital  this  ulcer  was  half  an  inch  in  its  horizontal  and 
a  thud  of  an  inch  in  its  vertical  diameter,  and  the  edge  was 
raised  and  slightly  nodular.  This  border  was  firm  to  the 
touch,  and  not  unlike  that  of  a  rodent  ulcer,  but  the  border  was 
of  a  somewhat  brighter  hue.  The  whole  growth  was  shaved 
off  with  a  scalpel,  and  the  strong  solution  of  perchloride  of 
iron  of  the  British  Pharmacopoeia  applied  to  the  raw  surface, 
which  healed  firmly  in  about  three  weeks. 
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F'°-  '•  LUPUS  SCROFULOSORUM.  TU  BE  RCU  LOS  I S  C  UT I S.  Fig.  2.  CHRONIC  SCROFULODERMA. 


LUPUS  VULGARIS. 


rTHIS  Plate  illustrates  different  varieties  of  ulcerating  Lupus, 

such  as  are  met  with  amongst  patients  who  are  clinically 
recognised  as  strumous.  Figure  1  is  a  well-marked  instance 
of  this  kind. 

The  patient,  Ellen  W.,  was  25  years  of  age,  and  first 
came  under  observation  at  University  College  Hospital  in 
December  1893.  She  had  suffered  from  lupus  from  early 
childhood,  and  as  the  drawing  shows,  the  anterior  portion  of 
the  nose  was  destroyed,  and  the  aperture  of  the  mouth  was 
reduced  by  cicatricial  contraction  to  an  orifice  of  the  size  of 
a  little  finger.  Although  a  considerable  portion  was  cicatricial, 
ulceration  in  different  parts  frequently  occurred,  and  at  the 
time  of  her  admission  there  was  ulceration  along  the  border 
of  the  lesion  on  the  lower  lip  and  end  of  the  nose.  The  lupus 
process  also  affected  the  gums,  and  a  hoarse  voice  showed 
that  the  larynx  also  was  involved,  but  the  small  oral  aperture 
prevented  any  inspection  of  these  parts.  The  patient  had 
enlarged  cervical  glands  and  evidence  of  past  keratitis, 
and  came  of  a  phthisical  stock.  The  ulcerating  surface,  and 
wherever  there  was  lupus  tissue,  was  freely  scraped  with 
a  curette,  and  the  surface  swabbed  with  strong  carbolic  acid. 
As  a  result  of  this,  the  whole  of  the  diseased  area  became 
soundly  cicatricial,  with  the  exception  of  the  left  side  of  the 
lower  lip,  and  the  patient  remained  comparatively  well  for  a 
long  time.  But  the  condition  of  the  mouth  inside  could  not 
be  treated,  and  got  gradually  worse  until  my  colleague, 
Mr.  Barker,  enlarged  the  oral  aperture  to  get  at  it. 

Figure  2  represents  another  case  of  freely  ulcerating 
Lupus.  The  patient,  Alfred  F.,  aged  20,  came  to  University 
College  Hospital  as  an  out-patient  on  November  20th,  1892. 
There  was  a  histoiy  of  phthisis  in  the  family.  The  disease, 
as  a  whole,  had  been  going  on  for  several  years,  but  the 
ulceration  of  the  nose  for  only  six  months.  Tliei’e  was  a 
large,  flat  scar  occupying  the  lower  part  of  the  right  orbit 
and  the  cheek,  with  a  small,  brownish-red,  semi-translucent 
nodule  imbedded  in  its  lower  border.  Beneath  the  chin  was 
a  patch  two  inches  long  and  three-quarters  of  an  inch  broad 
of  suppurating  scabbed  dermatitis,  situated  over  an  enlarged 
gland ;  some  other  glands  in  the  neck  were  also  enlarged. 
The  nose  was  covered  with  a  thick,  greenish-yellow  scab,  but 
this  was  removed  for  the  purpose  of  the  drawing.  In  this 
case  also  the  diseased  tissue  was  freely  scraped  away,  and 
strong  carbolic  acid  applied.  The  patch  under  the  chin 
healed  and  remained  sound,  but  small  foci  of  ulceration 
l’ecurred  on  the  nose,  which  were  treated  by  boring  into 
them  with  a  match  dipped  into  strong  acid  nitrate  of 
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mercury,  and  eventually  it  healed  soundly,  and  has  not 
broken  down  for  two  years. 

Figure  3  represents  the  so  called  Lupus  Papillomatosus. 
In  this  condition  there  is  no  true  lupus  tissue,  but  a  chronic 
strumous  dermatitis  ending  in  ulceration,  on  which  soft 
papillary  growths  develop,  as  may  happen  in  any  chronic 
ulcerated  condition.  The  figure  is  taken  from  a  drawing 
which  Dr.  Alfred  Sangster  was  kind  enough  to  give  me,  but 
he  could  furnish  me  with  no  clinical  notes  of  the  case. 

Figure  4  represents  Lupus  Verrucosus,  of  which  the  case 
was  an  extreme  instance.  It  is  a  closely  analogous  con¬ 
dition  to  Verruca  Necrogenica  which  is  represented  in 
Figure  3,  Plate  LXVIII.  A  milder  form  of  Lupus  Verru¬ 
cosus  is  also  shown  in  Figure  2  of  that  Plate.  The  patient 
from  whom  the  figure  was  taken  was  a  man  aged  21,  who  was 
under  the  care  of  Sir  Hugh  Beevor  at  the  Victoria  Park 
Hospital,  and  he  was  kind  enough  to  send  him  to  me  for 
the  condition  of  the  hand.  The  account  that  the  patient 
gave  was,  that  ten  years  before  I  saw  him  in  March  1893, 
he  fell  with  his  horse  and  injured  his  wrist.  Two  weeks  after 
he  had  pain  in  the  wrist,  and  when  this  subsided  the  hand 
swelled  and  suppurated.  It  was  lanced  over  the  second 
knuckle,  and  never  quite  healed,  but  left  an  open  sore  the 
size  of  half-a-crown.  The  ulcer  continued  for  two  months, 
and  he  attended  the  East  London  Hospital  for  a  month 
without  benefit.  Two  months  later  he  went  to  the  London 
Hospital,  where  some  dead  bone  was  removed.  The  fingers 
were  stiff  for  two  years,  when  he  took  to  playing  the  piano 
and  regained  considerable  movement.  About  that  time,  the 
growth  began  to  get  warty,  and  occupied  three  knuckles  and 
the  radial  half  of  the  back  of  the  hand.  For  the  last  two 
and  a  half  years  it  has  been  spreading  down  the  fingers  and 
up  the  wrist.  Two  years  ago  the  area  three  inches  above  the 
diseased  part  suppurated  and  burst,  discharging  a  little  pus, 
but  recovered  to  its  present  condition  in  seven  months,  which 
is  that  of  a  scar  2|  inches  by  1  inch,  quite  white,  except  at 
the  upper  border,  which  was  red  and  warty  until  the  last  three 
months,  since  which  it  has  subsided  to  a  red  cicatrix.  The 
glands  in  the  left  axilla  were  enlarged;  there  were  signs  of 
commencing  phthisis  in  the  left  apex,  though  he  looked  ruddy 
and  well,  except  that  he  was  rather  thin.  The  disease  occupied 
the  area  shown  in  the  drawing,  had  a  broad,  red  border 
within  which  was  a  grey,  warty  crust,  beneath  which  pus 
formed  from  time  to  time.  The.  patient  refused  any  operative 
interference. 
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PLATE  LXIII. 


LUPUS  ERYTHEMATOSUS  SEBACEUS. 

Synonyms,  SEBORRHCEA  CONGESTIVA;  LUPUS  SEBACEUS. 


T  UPUS  ERYTHEMATOSUS  is  due  to  a  cellular  inflltra- 
^  tion  of  the  cutis,  which  differs  from  the  other  granulo¬ 
matous  infiltrations  by  its  producing  lesions  which  clinically 
resemble  various  forms  of  inflammation  of  the  skin,  rather 
than  any  kind  of  new  growth,  but  with  a  strong  tendency 
to  leave  behind  it  atrophic  scarring,  whether  the  involution 
occurs  spontaneously  or  as  the  result  of  treatment. 

So  far  the  most  careful  investigation  has  not  shown  any 
anatomical  connection  between  the  lesions  of  lupus  ery¬ 
thematosus  and  the  tubercle  bacillus,  but  a  phthisical  family 
history  is  often  present  in  its  victims. 

Lupus  erythematosus  is  not  more  than  half  as  common 
as  lupus  vulgaris  in  hospital  practice,  viz.,  6  3  per  1000,  but 
in  private  practice,  it  is  a  little  more  frequent  than  common 
lupus. 

Lupus  erythematosus  may  be  diffuse  or  circumscribed. 

The  diffuse  form  is  fortunately  very  rare,  it  may  extend 
over  a  very  great  part,  or  even  the  whole  of  the  cutaneous 
surface,  probably  accompanied  by  an  erysipelas-like  lymphan¬ 
gitis,  and  is  then  almost  surely  fatal. 

The  form  in  which  the  lesions  are  circumscribed  presents 
great  variety  in  its  clinical  appearances.  Most  of  the  varieties 
have  the  aspect  of  some  form  of  dermatitis,  but  in  one,  the  lesion 
to  the  eye  is  simply  that  of  dilated  capillary  vessels,  though 
there  is  marked  thickening  when  the  skin  is  pinched  up, 
whilst  in  another  very  rare  variety,  brownish  red  nodules, 
closely  resembling  those  of  lupus  vulgaris,  are  the  distinguishing 
feature. 

The  most  distinctive  and  common  form  is  one  in  which 
the  sebaceous  glands  are  prominently  involved,  hence  Hebra’s 
name  for  it,  “  Seborrhcea  Congestiva,”  but  the  disease  not 
unfrequently  imitates  some  form  of  erythema  multiforme,  and 
in  rare  instances  acne,  psoriasis,  eczema,  and  lichen  planus. 
Most  of  these  varieties  will  be  illustrated. 

A  well  marked  example  of  lupus  erythematosus  sebaceus 
is  faithfully  rendered  by  Plate  LXIV.  In  this  form  of  disease 
horny  pegs  dip  down  into  the  sebaceous  orifices,  from  which 
they  can  only  be  removed  with  difficulty,  exposing  a  very 
patent  orifice.  In  an  earlier  stage,  as  shown  in  Plate  LXVII., 
a  yellowish  tint  is  imparted  to  the  affected  area,  which  is  hard 
and  rough  to  the  finger.  In  the  present  instance,  the  horny 
accumulation  has  gone  on  to  a  much  greater  development,  and 
formed  a  thick,  hard  crust,  with  an  irregular  surface  situated 
on  a  raised,  red,  inflammatory  base,  which  extends  as  a  well- 
defined,  red  areola  beyond  the  crust. 

The  position  of  the  patches  should  be  noted.  The  oldest  and 
the  largest  are  situated  on  the  prominences  of  the  cheeks  and  the 
bridge  of  the  nose.  These  are  the  commonest,  and  may  be  called 
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the  typical  positions.  In  the  great  majority  of  cases,  wherever 
else  the  lesions  may  be,  they  affect  these  regions  as  well.  The 
patches  tend  to  spread  and  coalesce  into  a  single  patch,  some¬ 
what  of  the  shape  of  a  butterfly  with  outstretched  wings, 
hence  the  old  term,  “  butterfly  lupus.”  Next  in  frequency  to 
the  nose  and  malar  eminences,  come  the  ears,  especially  the 
lobes,  and  the  hairy  scalp,  a  position  in  which  lupus  vulgaris 
very  rarely  occurs.  Less  frequently,  it  attacks  the  hands  and 
feet.  In  this  case,  the  patient  had  a  large  patch  on  the  occiput 
at  and  above  the  protuberance,  and  six  patches  in  two  rows 
across  the  vertex,  all  except  one  of  the  patches  being  about 
the  size  of  the  lower  patch  on  the  left  cheek.  These  had  only 
appeared  about  two  months  before  he  came  to  University 
College  Hospital  on  October  5th,  1887.  The  ears  were  free. 
The  patient  was  a  carpenter,  set.  39,  and  he  stated  that  he  met 
with  an  inj  ury  which  cut  the  bridge  of  the  nose,  and  soon  after 
it  healed,  he  cut  it  again.  The  disease  commenced  six 
months  before  I  saw  him,  and  spread  over  the  nose  and  cheeks. 

The  patient  only  attended  the  hospital  twice,  so  that  his 
further  history  is  unknown. 

In  the  treatment  of  such  a  case,  the  first  indication  would 
be  to  remove  the  crusts,  being  careful  not  to  increase  the 
inflammation  in  the  patch.  A  liniment  of  soft  soap  and  spirit 
of  wine  rubbed  in  with  wet  flannel  is  a  very  efficacious  method, 
but  should  be  used  tentatively  over  a  small  area  at  first,  as  it 
is  liable  to  create  much  irritation,  and  spread  the  disease  if 
carried  too  far. 

Benzoline  is  a  good  application,  and  less  likely  to  irritate. 
It  should  be  rubbed  in  with  flannel,  and  followed  by  the 
inunction  of  an  antiseptic  ointment,  such  as  the  dilute  nitrate 
or  ammoniated  mercury  ointment. 

Another  good  medicament  is  salicylic  acid,  gr.  xv.,  collo¬ 
dion,  5  ss. — to  be  painted  on  daily  for  a  week  and  then  peeled 
off.  The  salicylic  acid  is  not  only  an  antiseptic,  but  it  softens 
and  loosens  the  horny  crust,  and  the  collodion  has  a  compres¬ 
sing  action  on  the  overfilled  blood  vessels. 

Possibly  when  the  crust  is  removed,  or  even  at  the  begin¬ 
ning,  multiple  scarification  may  be  employed,  immediately 
followed  by  rubbing  into  the  incisions  iodoform  or  iodol.  This 
latter  plan  is  often  very  effectual.  These  are  only  a  few 
examples  of  the  kind  of  treatment  indicated,  but  it  is  necessary 
to  have  much  practical  experience,  perseverance,  and  ingenuity, 
to  get  a  satisfactory  result  in  such  a  case.  Too  often,  also, 
when  success  appears  in  sight,  some  depressing  influence,  either 
of  mind  or  body,  or  both,  upsets  all  one’s  labour,  and  the  disease 
recurs  as  badly  as  ever.  In  extensive  cases  like  the  present,  a 
cure  can  never  be  ensured,  but  one  can  always  promise 
considerable  improvement. 


Direct  internal  remedies  have  little  if  any  effect  on  the 
majority  of  cases.  Arsenic  has  apparently  cured  one  or  two 
cases,  but  it  generally  fails,  and,  if  it  upsets  the  stomach, 
aggravates  the  disease,  by  producing  reflex  flushing  of  the  face. 
In  very  hypersemic  cases,  ichthyol,  in  5  minim  doses  three 
times  a  day,  may  sometimes  be  useful  by  diminishing  the 
hypersemia,  but  it  is  only  occasionally  successful.  The  best 
way  is  to  carefully  investigate  for  any  defects  of  health  or 


circulation  which  may  predispose  to  the  disease,  and  endeavour 
to  combat  them,  at  the  same  time,  guarding  the  diseased  area 
from  extremes  of  temperatures,  either  of  cold  or  heat,  and 
especially  from  sudden  alterations.  Uterine  or  ovarian 
derangements  should  be  carefully  looked  for  in  women,  and 
gastric  intestinal  disorder  in  men  ;  but,  do  what  we  will,  failure 
to  produce  a  complete  cure  is  the  rule. 


PLATE  LX IV. 
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LUPUS  ERYTHEMATOSUS  SEBACEUS 


LUPUS  ERYTHEMATOSUS. 


rpms  Plate  represents  three  forms  of  Lupus  Erythematosus. 

In  Figure  1,  in  the  earlier  stage,  the  lesions  were  like 
the  nodular  type  of  ordinary  Erythema  exudativum,  the 
surface  being  perfectly  smooth  at  first,  but  the  older  lesions 
gradually  acquired  a  firmly  adherent  scaly  crust. 

The  patient,  Mrs.  F.,  aged  27,  was  sent  to  me  on  May 
24th,  1892,  by  Dr.  Burgess  of  Streatham,  for  diagnosis.  The 
disease  had  commenced  at  the  age  of  sixteen  years  on  the 
right  cheek.  There  was  only  one  spot  for  the  first  two 
years,  then  others  formed  beside  the  nose,  but  when  first 
seen  they  were  irregularly  scattered  over  the  right  side  of  the 
face.  With  the  exception  of  a  hemp  seed-sized  nodule  on  the 
left  ear,  there  were  none  anywhere  else.  The  lobes  of  both  ears 
looked  atrophied,  but  she  said  that  there  had  never  been  any 
lesions  upon  them.  All  the  nodules  were  exactly  like  Erythema 
tuberculatum,  varying  from  a  hemp  seed  to  half-an-inch  in 
diameter ;  the}"  were  quite  smooth,  except  one  on  the  side  of 
the  nose,  which  was  scaly.  They  were  a  uniform  purplish  red, 
except  one  near  the  mouth,  which  was  whiter  in  the  centre. 

Her  general  health  was  fairly  good.  She  had  had  four 
children  and  three  premature  pregnancies,  one  at  six  months 
and  two  at  seven  months  ;  one  of  the  children  died  at  three 
months  old  of  consumption  of  the  bowels  :  her  paternal 
grandfather  died  of  phthisis.  Several  of  the  spots  disappeared 
after  the  application  of  salicylic  acid  20  grains,  collodion 
1  ounce. 

Figure  2  represents  the  aspect  of  Lupus  Erythematosus 
when  it  attacks  the  scalp,  which,  next  to  the  face  and  the 
ears,  is  the  commonest  position  of  the  disease,  and  in  this 
instance  it  was  absolutely  limited  to  the  scalp.  In  this 
respect  lupus  erythematosus  differs  remarkably  from  lupus 
vulgaris  :  in  the  latter,  it  is  extremely  rare  for  the  scalp  to 
be  attacked  even  when  there  is  extensive  disease  elsewhere, 
and  it  is  then  only  by  direct  continuity,  and  in  no  instance 
that  I  am  aware  of  has  it  been  primarily  and  exclusively 
on  the  scalp.  The  patient  who  was  the  subject  of  the  figure 
was  named  Adelaide  B.,  aged  35.  The  disease  had  commenced 
six  years  before  the  drawing  was  taken,  by  the  formation  of 
three  patches,  situated  one  in  the  occipital  and  two  in  the 
parietal  regions,  and  had  gradually  increased  in  number  and 

size  over  a  great  part  of  the  scalp,  but  no  other  region  had 
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ever  been  affected.  The  patches  have  ulcerated  on  several 
occasions,  and  whenever  they  have  done  so  are  only  healed 
with  difficulty.  The  disease  was  always  worse  in  cold  weather, 
and  was  then  specially  liable  to  break  down.  The  patches  were 
of  a  very  deep  red,  except  in  the  old  cicatricial  portions,  and 
were  slightly  scaly.  The  affected  portion  was  entirely  denuded 
of  hair,  and,  unless  in  a  condition  of  ulceration  or  inflammatory 
activity,  the  affected  portion  was  thinned  and  scar-like.  The 
family  history  of  this  patient  was  bad.  Her  father  died  of 
phthisis,  and  three  of  her  sisters  wTere  attending  a  consumption 
hospital,  one  of  whom  had  hip-joint  disease.  This  history 
of  phthisis  being  present  in  the  family  is  very  common  in 
lupus  erythematosus  patients,  but  while  it  may  be  admitted 
that  a  tubercular  tendency  is  a  predisposing  factor  in  the 
etiology  of  the  disease,  there  is  no  pathological  and  no  other 
clinical  evidence  that  the  disease  is  actually  tubercular. 

Figure  3  represents  a  form  of  Lupus  Erythematosus  in 
which  the  hypersemia  is  very  marked,  and  gives  the  impression 
that  it  is  in  an  acutely  inflammatory  condition.  The  present 
instance  was  in  a  comparatively  early  stage,  but,  if  the  disease 
had  been  allowed  to  spread  unchecked,  the  numerous  separate 
foci  would  have  spread  and  coalesced  into  the  characteristic 
butterfly-shaped  patch. 

The  patient,  Margaret  B.,  aged  43,  came  as  an  out-patient 
to  University  College  Hospital  on  June  27th,  1891.  The 
disease  had  commenced  three  years  previously  as  a  small 
red  spot  on  the  side  of  the  nose,  and  had  spread  slowly  but 
continuously  until  it  had  reached  its  present  dimensions. 
The  whole  affected  area  was  intensely  reddened  and  slightly 
scaly,  and  the  skin  was  thickened  and  infiltrated,  but  the 
orifices  of  the  sebaceous  glands  were  neither  patent  nor 
plugged.  There  was  no  history  of  phthisis  in  the  family, 
nor  was  she  subject  to  chilblains,  and  her  circumstances  were 
fairly  good,  but  she  had  had  much  domestic  trouble.  The  treat¬ 
ment  at  first  was  a  soothing  and  protecting  one  ;  a  calamine 
lotion  was  painted  on  three  or  four  times  a  day,  and,  when  the 
hypersemia  had  been  by  this  means  reduced,  collodion  con¬ 
taining  five  grains  of  salicylic  acid  to  the  ounce  was  painted  on. 
Under  this  treatment  the  spots  on  the  cheeks  were  completely 
absorbed  and  left  no  scar,  while  the  larger  patch  on  the  nose, 
which  also  became  sound,  left  a  very  thin  and  smooth  cicatrix. 
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mHIS  Plate  represents  two  forms  of  lupus  erythematosus, 

in  which  the  elementary  lesions  imitate  ordinary  forms 
of  dermatitis. 

In  Figure  1  the  primary  lesion,  as  is  shown  on  the  neck 
near  the  ear,  resembles  the  nodular  form  of  Erythema  multi¬ 
forme.  As  the  disease  advanced  these  nodules  coalesced  into 
irregular  patches,  producing  a  diffuse  redness  in  which  at  first 
the  surface  of  the  skin  was  smooth.  Where,  however,  as  is 
well  shown  in  the  nose,  the  disease  was  still  more  advanced, 
the  sebaceous  glands  had  become  involved,  the  skin  was 
roughened  by  the  dirty-looking  firmly-adherent  horny  scale 
which  dipped  into  the  orifices  of  the  sebaceous  glands,  from 
which  they  could  only  be  picked  with  difficulty. 

The  patient  from  whom  the  Plate  was  taken  was  a  cab- 
driver,  aged  42,  who  came  to  University  College  Hospital  on 
July  15th,  1893.  Two  years  previously  he  had  had  some  kind 
of  rash  on  the  cheeks,  which  only  lasted  a  month,  and  it  was 
not  until  a  year  later  that  the  present  eruption  began  on  the 
sides  of  the  cheeks,  and  had  gradually  extended  until  it  had 
reached  the  condition  shown  in  the  Plate.  When  he  came  to 
the  Hospital  it  occupied  the  whole  of  the  face  below  the 
eyebrows,  the  orbits  themselves  and  the  lower  lip  escaping, 
while  the  chin,  except  in  the  centre,  was  involved.  On  the 
left  side  it  extended  above  the  brow,  but  below  the  orbits  it 
was  remarkably  symmetrical.  The  most  recent  lesions  were 
on  the  lower  parts  of  the  sides  of  the  face  and  below  the  jaw. 
In  these  positions  they  were  in  the  form  of  erythematous, 
slightly  raised  discs,  from  a  quarter  to  half  an  inch  in 
diameter ;  the  most  recent  were  quite  smooth  and  slightly 
convex,  the  larger  ones  were  not  prominent  in  the  centre,  and 
slightly  scaly  there.  In  the  upper  part  of  the  cheeks  and 
nose  they  had  coalesced  into  an  almost  continuous  patch.  On 
the  nose,  the  surface  was  slightly  sunk  below  the  erythematous 
border,  and  there  was  the  usual  rough  yellowish  surface  with 
horny  sebaceous  plugs,  as  in  the  commoner  forms  of  lupus 
erythematosus.  The  same  condition  in  a  minor  degree  was 
present  on  the  malar  eminences,  but  on  the  rest  of  the  face  the 
follicular  orifices  were  only  slightly  more  patent  than  usual. 

The  lobes  of  the  ears  were  in  a  cicatricial  condition  ;  there 
were  numerous  bald  patches  on  the  scalp,  chiefly  on  and  about 
the  vertex.  In  some,  the  follicles  were  plugged  as  in  the  face, 
but  not  all  over  the  patch  ;  in  others,  there  was  no  perceptible 
change  except  that  the  hair  was  gone,  though,  doubtless,  it 
was  really  in  a  cicatricial  condition.  On  the  right,  there 
was  a  scar  of  a  large  circular  ulcer,  the  cause  of  which  was 
doubtful ;  he  denied  having  had  syphilis,  and  there  was  no 
evidence  of  it  except  the  scar,  but  he  admitted  having  had 
gonorrhoea  more  than  twenty  years  previously.  His  father 
died  of  phthisis ;  but,  with  the  exception  of  some  deafness,  he 
himself  had  good  health. 

Figures  2  and  3  are  taken  from  the  same  case.  The  patch 
on  the  nose  represents  the  common  sebaceous  form  of  lupus 
erythematosus,  and  is  placed  here  partly  to  confirm  the 
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diagnosis  of  the  nature  of  the  disease  exhibited  in  the  breast, 
shown  in  Figure  3.  In  this,  the  individual  lesions  resembled 
psoriasis  punctata,  in  which  the  scales  had  been  detached. 
The  patient,  Annie  C.,  aged  30,  was  sent  to  me  by  Mr.  Gilbert 
Smith,  of  Birmingham,  on  May  8th,  1892.  She  stated  that 
four  years  previously  she  had  noticed  a  spot  on  the  nose,  near 
the  right  inner  canthus.  This  was  burnt  three  times,  and 
then  spread  all  over  the  nose.  When  first  seen  by  me  the 
disease  occupied  the  whole  nose  except  the  roots ;  it  was  well 
defined  at  the  margin,  and  had  thin  adherent  scales  all  over 
it,  except  at  the  tip,  which  was  smooth,  as  the  consequence 
of  Mr.  Gilbert  Smith’s  treatment.  Soon  after  the  nose  was 
affected  a  large  number  of  spots  appeared  on  the  breast ; 
there  were  not  quite  so  many  as  now,  for  none  have 
gone  away,  while  some  fresh  ones  have  appeared  from  time 
to  time. 

Individually  the  spots  on  the  breast  consist  of  bright  red 
patches,  rather  well  defined,  and  only  very  slightly  scaly,  but 
they  become  more  so  if  ointment  is  not  applied.  They  do  not 
vary  very  much  in  size,  being  about  an  eighth  of  an  inch 
square.  Sometimes  they  itch  slightly,  but  as  a  rule  she  does 
not  feel  anything  on  either  the  face  or  the  breast.  Both 
breasts  are  symmetrically  affected,  but  there  are  rather  more 
on  the  right  than  the  left ;  the  nipple  is  quite  free,  and  the 
areola  is  only  slightly  involved.  The  lesions  are  almost 
entirely  limited  to  the  upper  surface,  there  being  only  a  very 
few  just  below  the  areola.  On  the  back,  beneath  the  scapulae, 
there  is  another  kind  of  eruption,  the  distribution  of  which  is 
bounded  above  by  a  horizontal  line  at  the  level  of  the  angle  of 
the  scapulm,  and  below  by  the  red  margin.  The  great  bulk  of 
these  lesions  cease  laterally  at  the  posterior  axillary  fold,  but  a 
few  extend  to  the  front.  The  eruption  is  composed  of  thickly- 
crowded  slightly-raised  flattish  spots,  of  pretty  uniform  size ; 
the  great  bulk  of  them  are  about  an  eighth  of  an  inch  in 
diameter,  but  a  few  are  smaller.  They  are  pale  red,  and  very 
slightly  scaly.  These  lesions  come  out  in  the  spring  and 
autumn,  last  a  month  or  six  weeks,  and  then  disappear. 
Somewhat  similar  lesions  are  sparsely  scattered  over  the  front 
of  the  legs,  but  they  are  not  so  prominent  as  on  the  back, 
there  are  a  very  few  on  the  arms  also.  They  are  very 
abundant  on  the  borders  of  the  feet,  especially  on  the  outer 
side,  the  middle  of  the  sole,  and  on  the  toes ;  on  the  big  and 
third  toes  they  form  a  purplish  red  patch,  sharply  defined, 
with  slightly  scaly  points.  The  spots  on  the  legs  disappear 
at  the  same  time  as  those  on  the  back,  but  they  are  more 
persistent  than  those  on  the  feet.  These  small  scaly  spots  are 
somewhat  anomalous,  and  resemble  a  psoriasis  punctata  seated 
at  the  sweat  follicles,  but  they  are  somewhat  less  scaly  than 
usual ;  their  transitory  character  distinguishes  them  from  the 
persistent  lesions  of  the  breast,  and  they  are  also  more  super¬ 
ficially  placed ;  but  their  presence  suggests  that  they  may 
have  been  a  determining  factor  which  led  to  the  lupus  ery¬ 
thematosus  process  affecting  the  breast  in  this  peculiar  way. 
Neither  of  these  cases  were  long  under  my  observation,  so  that 
the  result  of  treatment  cannot  be  stated. 
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IJIHE  most  common  situation  for  the  lesions  of  Lupus 

Erythematosus  are  the  face,  ears  and  scalp,  and  next  in 
order  of  frequency,  but  rarely  in  comparison,  are  the  lingers 
and  backs  of  the  hands.  The  present  Plate  illustrates  the 
disease  in  these  positions,  though  neither  of  them  show  the 
most  common  variety,  in  which  the  skin  is  of  a  deep  red 
colour.  This  appearance  is  often  compared  to  chilblains 
on  the  fingers,  but  of  course  the  lesions  are  persistently  present 
all  the  year  round.  Another  aspect  is  that  of  dirty-looking 
encrustation  of  horny  epidermis  on  a  red  inflammatory-looking 
base. 

Figures  1  and  2  show  red  venously  congested-looking 
patches  on  the  backs  of  the  hands  and  wrists,  but  not  in  the 
usual  position  on  the  terminal  phalanges  of  the  fingers. 
The  purple  tint  is  also  rather  deeper  than  is  common.  Her 
case  is  the  more  interesting  as  one  can  see  a  pictorial  illus¬ 
tration  of  her  face  as  it  appeared  nearly  18  years  ago. 

Rose  W.,  aged  42,  came  to  University  College  Hospital 
on  April  17th,  1894.  She  stated  that  she  had  been  under 
Dr.  Tilbury  Fox  seventeen  years  before  for  Lupus  Erythe¬ 
matosus  of  the  face,  and  her  portrait  was  taken  for  Plate  XLV., 
Figure  1,  of  his  Atlas  of  Skin  Diseases.  Under  treatment, 
the  disease  became  entirely  removed,  leaving  only  a  thin  white 
cicatrix  which  marked  the  site  of  the  eruption,  and  it  had 
remained  perfectly  sound  until  fourteen  days  before  she  came 
to  the  Hospital.  When  seen  the  .cicatrix  was  of  the  typical 
butterfly  shape,  situated  just  below  the  orbits  with  a  connect¬ 
ing  band  across  the  bridge  of  the  nose.  The  new  development 
began  in  the  centre  of  the  cicatrix,  extending  along  the  border 
of  each  orbit  as  a  bright  red  scaly  patch  on  each  side,  which 
on  the  left  extended  to  the  nose,  and  forms  as  it  were  a  red 
island  in  the  white  cicatrix. 

In  the  first  attack,  the  hands  had  been  unaffected,  but  five 
months  before  she  came  to  the  Hospital  for  this  one,  the 
symmetrical  red  eruption  which  forms  the  subject  of  the 
drawing,  had  appeared  on  the  backs  of  both  wrists  and  hands, 
the  left  being  more  affected  than  the  right.  On  the  wrists, 
the  patches  were  red  but  with  a  faint  purplish  tint,  irregular 
in  shape  but  with  a  rather  defined  border  and  a  slightly  scaly 
surface.  The  patches  on  the  hands  were  much  smaller,  and  of 
a  more  decided  purplish  tint ;  some  of  the  smaller  patches  were 
roundish,  nearly  smooth,  and  of  a  distinct  violet  hue,  but  across 
the  knuckles  of  the  left  hand,  the  component  patches  had 
coalesced  and  stretched  completely  across  the  back  of  the  hand. 
The  palmar  surface  and  the  flexor  aspects  of  the  wrists  were 
free.  There  were  only  one  or  two  very  small  patches  beyond 
the  first  knuckles,  the  terminal  phalanges  and  nails  being  quite 
free.  She  was  not  subject  to  chilblains,  but  the  hands  were 
always  moist  and  cold.  There  was  no  history  of  phthisis  in 
the  family.  The  patient  was  a  monthly  nurse,  and  was  much 
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overworked  in  her  occupation,  for  some  months  preceding  the 
recrudescence  of  the  disease. 

Figures  3  and  4  illustrate  a  very  rare  form  of  disease, 
which,  I  believe,  has  not  been  previously  described,  except  by 
myself.  The  patches  have  a  marked  resemblance  to  those  of 
Lichen  Planus,  but  where  the  component  elements  of  the 
patch  can  be  made  out,  as  in  the  wrist  patch,  and  Figure  4 
from  the  nape  of  the  neck,  the  resemblance  ceases,  as  the 
primary  lesions  are  seen  to  be  roundish  papules,  like  half  a 
hemp  seed  in  size  and  outline. 

The  patient,  Alexander  J.  T.,  cet.  20,  photographer,  came 
first  to  University  College  Hospital  on  May  25th,  1892.  The 
disease  for  which  he  sought  advice  began  when  in  good  health, 
four  years  previously,  on  the  right  wrist,  and  on  the  extensor 
aspect  of  the  root  of  the  thumb.  The  first  lesions  were  two 
split-pea  sized  slightly  raised  flat  nodules  of  a  pale  red  colour, 
which  were  accompanied  by  slight  itching.  They  increased 
very  slightly  in  size  and  number,  fresh  papules  appearing  on 
the  back  of  the  right  wrist  and  on  the  right  and  left  fore¬ 
fingers,  and  on  the  back  of  the  left  hand.  Those  on  the  head,  he 
thinks,  came  about  the  same  time.  Those  on  the  back  of  the 
wrist  coalesced  into  patches.  During  the  last  two  years  fresh 
patches  have  appeared  on  the  left  middle  finger,  on  the  first 
and  terminal  phalanges,  and  over  the  fifth  left  metacarpal 
bone.  There  were  lesions  also  present  on  the  nape  over  both 
mastoid  processes,  on  the  right  ear,  the  right  inner  canthus, 
and  just  below  the  right  lower  jaw. 

They  formed  patches  of  a  violaceous  red  tint,  exactly  like 
that  of  Lichen  Planus,  but  very  finely  scaly ;  the  patches  had 
undergone  involution  in  the  centre,  and  the  smaller  patches  thus 
formed  circles  of  coalescent  papules  with  a  depressed  centre  ; 
the  larger  patches  had  apparently  gone  a  step  farther  and 
formed  irregular  gyrate  patches,  with  part  of  their  border  com¬ 
pletely  involuted.  All  the  patches  had  a  narrow  bright  red 
areola  and  spread  at  the  border  ;  the  nape  lesions  were  still 
discrete,  of  a  bright  red,  and  formed  two  irregular  groups  of 
four  papules  each,  with  a  single  papule  below’  them. 

These  papules  were  convex,  of  the  size  of  a  hemp  seed,  but 
slightly  flattened  and  evidently  seated  at  hair  follicles.  The 
border  of  several  of  the  patches,  especially  those  on  the  right 
wrist,  showed  that  they  were  formed  by  an  aggregation  of 
papules  of  the  same  character. 

The  head  lesions  were,  for  the  most  part,  round  the  scalp  at 
the  hairy  border.  Behind  the  left  ear,  there  was  only  the  trace 
of  a  patch  of  a  yellowish  tint,  to  be  more  clearly  felt  than  seen, 
the  centre  having  involuted.  Behind  the  right  ear,  the  patch 
was  larger,  but  faint  and  of  a  yellowish  hue.  There  was  another 
yellowish  patch  just  within  the  border  of  the  hair  on  the  left 
side,  and  another  over  the  right  temple.  At  the  right  inner 
canthus,  the  nodule  was  only  just  perceptible,  almost  the  colour 


of  the  normal  skin.  There  was  a  colourless  nodule  in  the  centre 
of  the  ear  in  the  front  of  the  helix.  These  yellowish  patches 
were  very  suggestive  of  lupus  erythematosus. 

The  patient  was  a  thin  but  fairly  well-developed  man,  not 
strong,  subject  to  a  cough  in  the  winter,  but  presented  no 
signs  of  phthisis.  His  father  and  mother  were  alive  and  well. 

His  five  sisters  and  one  brother  have  all  weak  chests,  but 
none  of  them  have  died  of  phthisis,  and  he  is  not  aware  of  that 
disease  being  in  the  family. 

He  was  taken  into  the  Hospital,  and  some  of  the  patches 
on  the  right  wrist  were  excised,  and  also  the  isolated  nodules 
at  the  nape.  The  wrist  specimens  were  lost,  but  the  nape 
lesions  were  examined  microscopically,  and  showed  the 
characters  of  lupus  erythematosus. 


In  July  1894  an  almost  precisely  similar  case,  also  a  young 
man,  came  under  my  observation,  but  with  a  smaller  number 
of  lesions,  and  the  disease  was  less  developed.  On  the  nape,  in 
exactly  the  same  position  as  in  the  previous  case,  papules  were 
just  beginning  to  form,  and  were  evidently  seated  at  the  hair 
follicles.  Thus,  a  red  papule,  the  size  of  a  large  hemp-seed,  was 
produced  by  infiltration  round  a  group  of  four  hair  follicles, 
the  three  smaller  have  a  hair  still  in  them,  but  in  the  fourth 
there  is  a  minute  scab  the  size  of  a  pin's  point,  which,  when 
picked  off,  left  a  small  hole  in  the  centre  of  the  papule.  This 
exactly  corresponds  with  the  patient's  description  of  the  mode 
of  development  of  one  of  the  patches  on  the  back  of  the  hand. 
It  is  evident,  therefore,  that  we  have  to  do  with  a  well 
characterised  form  of  disease. 
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SCROFULODERMA,  LUPUS  VERRUCOSUS,  VERRUCA 

NECROGENICA. 


JJNDER  the  term  Scrofuloderma  are  included  the  various 
forms  of  chronic  suppurative  dermatitis,  which  are  met 
with  in  strumous  or  scrofulous  patients.  A  scrofulous  or 
strumous  constitution  represents  a  clinical  variety  of  tuber¬ 
culosis  in  which  there  is  a  tendency,  on  very  slight  provocation, 
to  chronic  suppuration,  which  may  affect  the  skin,  mucous  mem¬ 
branes,  glands,  bones,  or  indeed  any  of  the  tissues.  Several 
such  tissues  are  commonly  involved  in  the  same  person,  either 
simultaneously  or  successively.  Hence  with  scrofuloderma  we 
may  see  past  or  present  manifestations  of  either  enlarged,  casea- 
tingand  suppurating  lymphatic  glands,  conjunctivitis,  keratitis, 
blepharadenitis,  otorrhoea,  bone  or  joint  disease,  &c.,  and  very 
frequently  there  is  a  characteristic  physique.  The  way  in  which 
lupus  vulgaris  is  modified  when  it  attacks  a  scrofulous  person  has 
already  been  demonstrated  in  Plate  LX  IT.,  but  scrofuloderma 
proper  differs  from  strumous  lupus  in  the  absence  of  real  lupus 
tissue  in  the  former,  the  lesion  being  due  to  a  chronic 
suppurating  tubercular  dermatitis,  with,  in  some  cases, 
papillary  overgrowth,  although  these  latter  are  commonly 
included  under  the  term  lupus.  Examples  of  these  have 
already  been  given  in  Plate  LXI.  and  Plate  LXII.,  and 
Figure  2  of  the  present  plate  is  a  further  illustration  of  this 
condition. 

Figure  1  represents  a  case  of  chronic  scrofulous  ulceration. 

George  G.,  set.  10,  was  admitted  into  University  College 
Hospital  on  18th  November  1886  with  the  following  history. 
A  year  previously  he  had  pain  from  a  tooth  in  the  right  lower 
jaw,  shortly  afterwards  lumps  appeared  on  the  same  side  of  the 
neck  and  on  the  cheek,  which  resulted  in  abscesses  which  left 
ulcers  as  large  as  a  half-crown  on  the  cheek.  Those  on  the 
neck  soon  got  well,  but  those  on  the  cheek  coalesced  and  con¬ 
tinued  to  spread  until  the  resulting  lesion  attained  the  sizfe 
depicted,  but  for  several  months  it  had  remained  stationary. 
The  diseased  area  is  a  simple  ulcer  covered  with  a  thick  layer 
of  unhealthy  granulations,  slightly  raised  above  the  surface,  and 
constantly  secreting  a  considerable  quantity  of  yellowish  pus. 
The  borders  were  sharply  defined,  but  there  was  no  indura¬ 
tion  or  infiltration  with  any  deposit  of  neoplastic  material,  and 
no  nodules  in  the  neighbourhood  such  as  are  present  in  lupus. 
The  unhealthy  granulations  were  scraped  away,  and  with  the 
aid  of  skin  grafts  the  ulcer  healed  slowly,  but  broke  down 
again  in  a  short  time,  but  was  not  so  large  as  before.  Sub¬ 
sequently  it  was  again  scraped  and  swabbed  with  strong 
sulphuric  acid  for  a  few  moments,  and  then  powdered,  bicar¬ 
bonate  of  soda  was  freely  sprinkled  on  to  neutralise  the  acid. 
A  healthy  healing  surface  was  obtained  on  the  separation  of 
the  superficial  slough,  and  when  the  floor  of  the  ulcer  was  level 
with  the  surrounding  skin,  thin  layers  of  rabbit’s  skin  were 
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successfully  grafted  on,  which  shortened  the  healing  process 
considerably,  and  a  sound  cicatrix  was  formed  which  has  not 
again  broken  down. 

Figure  2  is  the  so-called  lupus  verrucosus,  the  characters  of 
which  have  already  been  related  in  the  description  of  an 
extreme  instance  in  Plate  LXII.  The  present  case  represents 
a  case  of  the  ordinary  type  in  a  child. 

Alice  A.,  set.  seven  years,  came  as  an  out-patient  to 
University  College  Hospital  on  29th  June  1889.  The  disease 
had  been  four  years  in  developing  to  its  present  size.  It  began 
on  the  first  knuckle  of  the  right  hand,  and  had  gradually 
spread.  The  surface  is  flat,  irregular,  with  little  horny  pegs  on 
the  subjacent  enlarged  papillae  ;  the  border  is  pale  red,  sloping 
off  into  the  adjoining  skin.  The  father  is  said  to  be  consump¬ 
tive  ;  the  mother  is  delicate  ;  the  child  herself  has  had  no  illness 
of  consequence,  and  with  the  exception  of  enlarged  sub-maxil¬ 
lary  glands  shows  no  signs  of  struma.  The  patch  was  gradually 
removed  by  the  persevering  use  of  Unna’s  salicylic  acid  plaster. 

About  two  years  later,  she  brought  her  brother,  a  child  of 
about  four,  with  a  small  patch  of  lupus  verrucosus  on  the  outer 
border  of  the  little  toe  of  the  left  foot.  The  disease  had  not 
recurred  in  herself. 

Although  usually  a  patient  presents  only  a  single  patch, 
they  may  be  numerous.  In  one  case  I  have  met  with,  there 
were  between  twenty  and  thirty  patches 

Anatomically  identical  with  lupus  verrucosus,  but  of 
different  origin,  is  verruca  necrogenica,  or  anatomical  tubercle, 
shown  in  Figure  3.  It  presents  the  same  clinical  features 
of  a  chronic  red  inflammatory  base  covered  with  a  warty 
development,  beneath  which  suppuration  occurs  from  time 
to  time,  and  the  matter  on  pressure  wells  up  between 
the  hypertrophied  horny-tipped  papillae.  It  occurs  in 
those  who  have  to  make  post-mortem  examinations,  and 
there  is  strong  reason  for  supposing  that  it  is  due  to  inocula¬ 
tion  from  a  tuberculous  body.  At  all  events,  tubercle  bacilli 
can  be  found  in  moderate  numbers.  A  precisely  analogous 
condition  occurs  in  cooks,  butchers,  and  others  who  have  to  do 
with  raw  meat,  which  Riehl  and  Paltauf  have  called  tuber¬ 
culosis  verrucosa  cutis,  and  in  this  also  they  demonstrated 
tubercle  bacilli. 

The  plate  was  taken  from  a  drawing  of  the  following  case. 
It  faithfully  represents  the  aspect  of  an  unusually  extensive 
growth. 

Thomas  A.,  set.  52,  was  the  post-mortem  porter  at  the 
East  London  Hospital  for  Children.  There  was  no  history  of 
phthisis.  The  mother  was  alive  ;  the  father  had  died  of  heart 
disease  at  the  age  of  52. 


The  patient’s  general  health  is  not  good ;  he  feels  languid, 
and  looks  thin  and  worn,  but  has  no  signs  of  phthisis  in  the 
chest.  He  is  subject  to  urticaria,  which  begins  with  shivering 
either  in  the  day  time  or  in  the  evening,  and  then  the  rash 
comes  out  all  over  him,  including  the  face  and  limbs.  The 
warty  growth  began  five  years  before  the  drawing  was  made,  in 
June  1886,  on  the  first  knuckle  of  the  left  index  finger  where 
he  had  knocked  a  piece  of  skin  off,  just  about  the  time  when 
he  began  to  do  the  post-mortem  work.  At  first  it  appeared  as 
a  red  spot  slightly  raised,  but  there  was  no  mattery  head  then, 
though  there  has  been  since.  It  spread  gradually,  but  it  had 
existed  for  two  or  three  years  before  it  became  horny.  Two 
other  foci  on  the  third  and  fourth  knuckles  formed  subsequently, 
and  the  disease,  as  a  whole,  extended  at  the  rate  of  half  an 
inch  a  year. 

The  general  aspect  was  that  of  a  large  flat  wart,  elevated 
from  a  sixth  to  a  quarter  of  an  inch  above  the  normal  skin,  the 


centre  being  slightly  more  raised  than  the  rest ;  the  border 
was  bright  red  and  smooth,  but  all  the  rest  was  craggy  and 
papillomatous  with  horny  caps.  On  picking  these  off,  there  were 
red,  slightly  moist  granulations  exposed,  and  at  times  pus 
could  be  expressed  from  between  the  papillae.  He  knew  when 
suppuration  was  present,  because  it  itched  and  irritated  until 
he  picked  off  the  outside  and  squeezed  it  a  little,  and  then  the 
pus  escaped  and  he  was  relieved.  At  other  times,  it  only  gave 
him  trouble  when  he  knocked  it. 

The  disease  was  cured  by  the  persevering  use  of  Unna’s 
salicylic  acid  plaster  to  soften  the  horny  covering,  and  then  the 
strong  acid  nitrate  of  mercury  was  applied  over  successive 
small  portions  of  the  exposed  and  hypertrophied  papillae.  The 
application  of  this  caustic  produced  considerable  pain  for  some 
hours,  but  effectually  destroyed  the  diseased  area  to  which  it 
was  applied.  Where  the  disease  was  less  advanced,  the  plaster 
alone  was  eventually  effectual. 


PLATE  LXVIII 


LEPRA  TUBERCULATUM. 


j^EPROSY  is  a  disease  due  to  bacilli,  resembling  those  of 
tubercle,  but  somewhat  smaller.  These  organisms  excite 
by  their  presence  in  the  tissues  granulomatous  nodules  and 
infiltrations. 

Their  special  seat  is  in  the  skin,  when  the  tuberculated 
variety  of  Leprosy  is  produced,  or,  in  the  connective  tissue  of 
the  nerves,  when  the  non-tuberculated  or  anaesthetic  variety 
results.  As  a  rule  it  does  not  involve  both  these  tissues  to 
any  great  extent  at  the  same  time,  at  all  events  at  the  com¬ 
mencement  ;  but  when  this  combination  occurs  there  is  a 
mixed  type,  in  which  the  patient  suffers  from  the  skin  dis¬ 
figurement,  the  nerve  pains,  and  paralyses  of  the  two  other 
types,  and  the  disease  runs  a  more  rapid  course.  The  division 
is  a  clinical  not  a  pathological  one,  but  is  convenient  both  for 
description  and  also  because  the  symptomatology  and  course 
differ  much  in  the  several  types.  In  this  Plate  a  case  of  the 
tuberculated  form  is  portrayed,  and  the  remarks  on  the  case 
will  indicate  the  leading  points  in  this  form  of  the  disease. 

James  F.,  cet.  13  years,  was  first  admitted  to  University 
College  Hospital  on  October  11th,  1883.  His  parents  were  of 
a  superior  class  to  most  hospital  patients,  and  his  general 
surroundings  were  therefore  good.  Both  father  and  mother 
were  alive  and  healthy ;  they  were  of  Scotch  parentage,  but 
the  mother  was  born  in  the  West  Indies.  No  relation  had 
ever  had  leprosy  that  the  mother  knew  of.  The  patient  was 
born  in  Antigua,  and  lived  alternately  there  and  in  Dominica 
until  1882,  when  he  came  to  England.  His  diet  in  the  West 
Indies  consisted  largely  of  fish  and  very  little  meat.  He  lived 
in  a  town  by  the  seaside,  which  was  considered  healthy,  and 
there  was  no  marsh-land  in  the  neighbourhood.  The  mother 
was  not  aware  of  her  son  having  associated  with  any  lepers,  but 
the  disease  was  very  prevalent  in  Antigua  and  Dominica,  and 
though  known  cases  were  isolated  in  asylums,  it  was  common  to 
see  lepers  about  the  town.  He  lost  two  brothers  and  a  sister, 
the  mother  did  not  know  of  what.  When  sixteen  months 
old  he  had  dysentery  and  diarrhoea ;  he  got  well,  and  remained 
so  until  six  years  old,  when  he  went  to  the  neighbouring 
island  of  Dominica,  where  he  had  a  fit  and  was  severely  ill, 
and  was  covered  with  boils  all  over  the  trunk,  limbs,  and 
face.  After  some  time  he  recovered  completely,  but  subse¬ 
quently  had  erysipelas  of  the  right  leg,  and  had  had  repeated 
attacks  since,  the  last  being  in  Antigua  about  a  year  before 
he  came  to  England.  The  attacks  began  with  shivering  and 
sickness,  and  then  the  leg  became  suddenly  swollen,  red,  and 
painful,  and  remained  so  for  three  days,  but  the  later  attacks 
lasted  only  a  day  or  two,  and  there  was  never  any  desquama¬ 
tion.  The  left  arm  was  once  attacked. 

When  he  came  to  England  in  March  1882  he  was  quite 
well,  but  in  the  following  May,  when  at  school  in  Devonshire, 
he  believed  he  caught  cold ;  he  had  a  single  severe  rigor, 
followed  by  fever,  was  very  drowsy,  sleeping  a  great  part  of 
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the  day,  but  did  not  sweat  much.  He  was  in  bed  a  week, 
but  felt  quite  well  in  a  fortnight,  having  been  treated  with 
quinine.  While  in  bed  he  went  to  sleep  with  his  foot  against 
a  hot-water  bottle,  and  the  heel  got  burned ;  the  burn  healed 
slowly,  and  left  a  raised,  purplish  brown  discolouration,  and 
from  this  the  disease  spread  up  the  leg  as  far  as  the  groin 
in  less  than  three  months,  forming  the  same  kind  of  infiltra¬ 
tion,  not  continuous,  but  in  patches.  Two  months  from 
the  date  of  attack  there  was  ulceration  of  the  calf,  and  the 
site  of  the  ulcers  presented  the  same  kind  of  infiltration  as 
the  heel.  The  face  became  affected  with  small  nodules  three 
or  four  months  from  the  onset  of  the  disease,  but  after  he  had 
been  treated  with  chrysophanic  acid  ointment  the  whole  skin 
became  almost  uniformly  infiltrated. 

The  notes  of  his  state  on  admission  were  as  follows  : — “  He 
is  a  well-developed  lad,  with  a  very  worn,  aged  appearance, 
owing  to  the  leprous  infiltration.  He  feels  well,  his  tempera¬ 
ture  is  normal,  and  his  general  health  seems  unaffected. 

The  ears  project,  and  are  much  infiltrated  at  the  base  of 
the  concha  and  at  the  antitragus  and  lobe,  the  lobe  being 
much  enlarged,  but  very  soft ;  the  scalp  is  unaffected. 

The  skin  of  the  forehead  in  the  lower  half  is  moderately 
infiltrated,  deepening  the  natural  lines,  but  not  to  a  great 
degree ;  the  upper  half  of  the  forehead  is  clear,  the  cheeks 
are  swollen,  and  feel  irregular  from  nodules  and  rigid  infil¬ 
trations.  The  nose  is  swollen,  but  uniformly,  except  at  the 
edge  of  the  ala,  where  nodules  are  forming ;  the  upper  lip  is 
uniformly  discoloured,  not  much  thickened,  but  fissured  at 
the  red  part ;  the  lower  lip  is  discoloured ;  the  chin  is  very 
nodular,  especially  at  the  tip.  There  is  a  line  of  healthy  skin 
extending  from  the  angles  of  the  mouth  to  the  ramus  of  the 
lower  jaw  on  each  side,  which  looks  like  a  sulcus,  from  the 
infiltration  bounding  it ;  the  eyelids  and  the  skin  round  for 
a  quarter  of  an  inch,  and  some  very  small  spots  on  the  chin, 
are  free. 

Some  parts  of  the  infiltrated  skin  are  hard,  others  quite 
soft  and  very  smooth,  almost  greasy  to  the  touch.  The 
general  colour  varies  from  a  brownish  red  to  a  yellowish 
brown,  and  rather  shining ;  the  aspect  is  bloated,  with  a  dull, 
heavy,  careworn  expression. 

The  neck  is  not  infiltrated,  but  there  is  a  brownish  pig¬ 
mentation  interspersed  with  white  spots  extending  all  round, 
but  most  marked  behind. 

The  trunk  is  free,  except  for  a  light,  orange-coloured,  palm¬ 
sized  patch  in  the  right  infra-scapular  region. 

The  infiltration  and  free  areas  of  the  arms  are  symmetrical, 
except  that  the  right  arm  is  rather  more  affected  than  the 
left ;  there  is  more  or  less  infiltration  from  the  deltoid  to 
the  wrist,  more  on  the  extensor  than  the  flexor  surface,  but 
there  is  a  large  free  area  on  the  extensor  side  of  the 
forearm. 


The  hands  are  only  slightly  affected  on  their  outer  borders 
on  both  surfaces.  On  the  top  of  the  shoulders  and  on  the 
buttocks  there  are  orange  discolourations ;  on  the  thighs, 
there  are  numerous  circular  patches  and  infiltrations,  with 
clear  centres  preternaturally  white,  which  developed  in  this 
shape  from  the  first ;  the  clear  centres  vary  from  half  an  inch 
to  an  inch  across,  while  the  borders  are  from  one  quarter  to 
an  inch  thick  ;  they  are  irregular  where  several  meet ;  the 
outer  and  front  part  of  the  thighs  are  more  affected  than  the 
inner ;  the  legs  are  similarly  affected,  but  interspersed  with 
reddish  brown  nodules.  The  isolated  nodules  are  roundish, 
aggregated,  irregular,  and  some  project  one-third  of  an  inch 
above  the  surface.  The  ankles  are  merely  discoloured ;  the 
borders  of  the  feet  are  irregular  from  nodules,  but  the  soles 
and  dorsi  are  merely  discoloured.  The  nails  are  unaffected. 
There  are  no  ulcerations  present  now.  There  was  neither 
anaesthesia  nor  hypersesthesia,  and  he  was  bright  and 
intelligent. 

The  circulatory,  pulmonary,  and  renal  organs  are  healthy. 
His  temperature  is  only  just  above  the  normal. 

On  October  23rd,  twelve  days  after  admission,  he  had  a 
rigor  of  moderate  intensity,  his  temperature  rose,  and  for  a 
week  ranged  up  to  104°  at  night,  falling  two  or  three  degrees 
in  the  day,  and  an  abscess  formed  above  the  right  nipple ; 
it  was  opened  on  November  1st,  the  walls  scraped,  and  the 
pus  examined  for  bacilli,  but  without  result.  By  November 
12th  the  abscess  had  healed,  his  temperature  was  normal,  and 
he  felt  quite  well.  On  December  7th  it  was  noted  that  the 
tubercles  on  the  face  had  become  more  prominent,  and  the 
ridges  and  furrows  more  marked.  On  January  4th  he  felt 
sick,  his  temperature  went  up  to  104°,  and  he  had  pains  in 
the  elbows  and  knees,  but  he  was  all  right  again  the  next 
day. 

On  February  2nd  a  white,  slightly  raised,  pea-sized 
nodule  was  noticed  on  the  left  side  of  the  tip  of  the  tongue. 
The  patient  took  Gurjun  oil,  in  doses  gradually  increased  to 
35  minims,  three  times  a  day,  and  the  oil  was  rubbed  in 
thoroughly  on  one  side  of  his  body,  but  no  visible  effect  was 
produced  on  the  disease. 

The  portrait  of  the  face  here  represented  depicts  the 
patient  as  he  appeared  in  February  1885,  or  about  sixteen 
months  later.  The  disease  had  then  made  considerable  pro¬ 
gress.  The  face  was  much  more  infiltrated  in  every  part,  so 
that  the  whole  expression  was  altered,  and  the  deepening 
of  the  natural  folds  by  the  thickening  of  the  tissues  round 
them  imparted  an  aged  look. 

The  hand  was  drawn  fifteen  months  later,  viz.,  in  June 
1886,  when  still  further  progress  downwards  had  been  made, 
with  increased  infiltration  and  nodulation  in  every  region 
of  the  body.  At  this  time  there  was  still  no  anaesthesia, 
though  in  some  of  the  most  nodulated  parts  there  was  a 
slight  dulling  of  sensibility,  but  in  some  cases  there  is  com¬ 
plete  anaesthesia.  This  is  not,  however,  in  the  course  of  any 
definite  nerve,  as  in  the  non-tuberculated  variety,  but  depends 
upon  the  pressure  of  the  leprous  infiltration  on  the  peripheral 
extremities  of  the  nerve.  Another  example  of  peripheral 
disturbance  of  nerve  nutrition  may  be  observed  in  the  nails 
of  this  boy,  which  were  much  affected.  Some  of  them  were 
as  thin  as  paper  and  curled  up ;  others  had  fallen  off,  and  a 
few  of  these  had  been  replaced  by  small  peg-like  horny 
masses.  The  palmar  surface  of  the  fingers,  too,  were  more 
or  less  fissured,  but  still  soft.  The  nodules  at  the  wrist  were 
breaking  down.  There  were  a  large  number  of  nodules  on 
the  face  also,  especially  about  the  nose  and  mouth  and  tongue. 


Although  the  condition  from  year  to  year  became  worse 
and  worse  the  deterioration  was  not  steadily  progressive,  but 
as  usual  there  were  long  intervals  of  quiescence  and  even 
slight  amelioration,  a  febrile  attack  and  general  enlargement 
of  the  lymphatic  glands  usually  ushering  in  an  exacerbation, 
with  a  fresh  outbreak  of  the  characteristic  nodules.  In  this 
way  he  went  from  bad  to  worse,  and  in  December  1887  he 
was  evidently  near  his  end.  He  was  very  weak,  had  the 
physical  signs  of  phthisis,  one  fourth  albumen  in  the  urine, 
with  profuse  and  uncontrollable  diarrhoea ;  he  sweated  pro¬ 
fusely,  and  apparently  as  a  consequence  of  this  his  limbs  and 
part  of  the  face  and  trunk  were  covered  with  a  thick, 
scaly,  mortar-like  encrustation,  which  completely  enveloped 
the  limbs.  When  sections  were  made  of  the  skin  after 
death  this  encrustation  was  found  to  be  infested  with  myriads 
of  the  acari  scabiei,  though  this  was  quite  unsuspected  during 
life. 

The  boy  died  on  January  11th,  1888,  nearly  six  years  after 
the  disease  first  became  active  in  England. 

At  the  autopsy,  there  were  cavities  in  both  lungs,  with 
tuberculous  nodules  and  some  softening.  The  liver,  spleen 
and  kidneys  were  lardaceous ;  the  mesenteric  glands  were 
caseous ;  there  was  extensive  ulceration  of  a  tubercular  char¬ 
acter  of  all  Peyer’s  patches  ;  and  there  was  some  ulceration 
in  the  colon. 

In  this  case,  the  disease  supervened  three  months  after 
leaving  the  leprous  district,  without  the  patient  being  exposed 
to  any  adverse  influences,  except  perhaps,  a  cold,  though  it 
is  equally  probable  that  the  supposed  cold  was  merely  the 
onset  of  the  leprosy,  which  began  with  a  single  severe  rigor. 
In  some  cases,  a  succession  of  rigors,  with  fever  of  a  remittent 
type  (the  temperature  103°  or  more)  marks  the  onset  of  the 
disease,  and  the  case  is  supposed  to  be  one  of  ague  ;  and  since 
malarial  influences  are  often  present  in  leprous  districts,  the 
mistake  is  a  natural  one  when  the  patient  is  in  the  tropics, 
and  no  one  would  think  of  leprosy  if  the  patient  were  then 
in  Europe.  In  some  cases,  again,  the  premonitory  febrile 
symptoms  are  absent,  the  disease  developing  very  insidiously. 
A  common  symptom  is  marked  drowsiness,  which  this  boy 
had,  but  the  severe  sweatings,  with  greasiness,  of  the  skin, 
were  absent,  and  also  epistaxis,  which  is  often  concomitant 
with  the  drowsiness  and  relieves  it  temporarily.  The  eruption 
followed  quickly,  and  its  site  was  determined  by  an  injury 
to  the  leg  that  had  so  often  had  attacks  of  erysipelas,  and 
would  probably  have  less  power  of  resistance ;  not  infre¬ 
quently,  however,  the  outbreak  on  the  skin  is  delayed  for 
months  or  even  years ;  five  years,  Boeck  mentions  in  one 
case,  the  patient  having  then  less  pronounced  premonitory 
symptoms,  though  of  the  same  class — evening  fever,  chilliness, 
nausea,  anorexia,  and  languor.  An  erythematous  eruption 
usually  precedes  the  outbreak  of  tubercles,  and  possibly  these 
so-called  attacks  of  erysipelas  of  the  leg  were  of  this  nature ; 
but  if  so,  we  must  assume  that  they  were  going  on  at  intervals 
for  seven  years,  as  his  first  attack  was  at  the  age  of  six, 
which  is  scarcely  probable,  and  there  is  no  other  history  of 
the  presence  of  erythema.  Once  the  nodulated  eruption 
set  in,  it  appears  to  have  progressed  rapidly,  implicating  the 
whole  length  of  the  limb  in  three  months.  Some  of  the 
infiltrations,  you  may  have  observed,  are  circular,  with  clear 
white  centres,  and  have,  developed  from  the  first  in  this  way ; 
this  is  a  milder  manifestation,  and  is  only  seen  in  white 
people.  On  the  face,  the  eruption  assumed  the  form  of  small 
nodules  at  first,  and  it  was  not  until  the  skin  was  irritated 
with  chrysophanic  acid  in  another  hospital  that  the  whole 


surface  became  infiltrated,  as  now  represented.  It  is  this 
general  infiltration  of  the  features  that  is  so  distinctive  of 
this  form  of  disease,  and  by  raising  up  the  surrounding  parts 
gives  the  aspect  of  deepening  to  the  natural  lines,  and  on 
the  forehead,  imitates  the  leonine  aspect,  and  hence  the  names 
leontiasis  and  satyriasis ;  the  projection  of  the  ears  is  also 
very  characteristic,  and  the  skin  feels  extremely  soft,  smooth, 
and  almost  greasy,  from  the  sebaceous  secretion,  which 
imparts  a  shining  aspect  to  the  nose,  and  often  to  the  whole 
countenance. 

In  this  boy,  the  yellowish  brown  infiltration  ended  abruptly 
at  the  junction  of  the  hairy  scalp  with  the  skin  of  the  face, 
and  the  whole  scalp  was  entirely  free  from  nodules  or  other 
leprous  lesions.  This  is  the  rule,  and  nodules  on  the  scalp 
are  very  rare.  Another  part  that  is  nearly,  if  not  quite, 
always  exempt,  is  the  glans  penis,  while  nodules  are  rare 
on  the  back,  neck,  palms,  and  soles,  but  they  may  be  seen 
anywhere  else,  including  the  mucous  membranes.  When 
they  form  on  the  mucous  membrane  of  the  larynx,  as  in  this 
boy,  the  croaking  voice  well  known  among  lepers  is  produced ; 
when  on  the  Schneiderian  membrane,  snuffling ;  when  in  the 
conjunctiva  and  cornea  “  a  sort  of  pannus  results  ;  the  patient 
has  a  peculiar,  fierce,  staring  look,  in  consequence,  intensified 
by  the  absence  of  hair  on  the  eyebrows  and  eyelashes  ”  (Hillis). 
Nodules  on  the  tongue  and  buccal  mucous  membrane  are 
common,  and  they  were  present  in  this  patient.  Interstitial 
keratitis,  iritis,  and  sclerotitis  may  also  occur,  and  produce 
blindness.  The  skin  is  often  scaly  in  this  form,  and  Hillis 
has  noticed,  in  blacks  only,  a  peculiar  mottling  of  the  abdomen 
and  between  the  shoulders,  mapping  out  the  cord,  occurring 
in  advanced  cases,  especially  in  the  young,  when  there  is  a 
hereditary  taint.  Another  important  and  pretty  constant 
lesion  is  the  enlargement  of  glands  in  the  groin ;  these  are 
not  very  extreme  in  this  instance,  but  often  form  very  large 
tumours.  These  glands  are  regarded  as  “sentinels”  by  the 
lepers,  for  when  they  enlarge  it  is  a  warning  that  a  fresh 
exacerbation  is  about  to  take  place,  or  that  fresh  ulcerations 
are  at  hand  (Hillis).  Two  opportunities  of  verifying  this 
occurred  while  the  boy  was  under  observation.  In  the  first, 
an  abscess  formed  in  the  right  pectoral  region,  with  high 
fever  and  enlarged  axillary  glands ;  in  the  second,  there  was 
enlargement  and  tenderness  of  the  glands  of  the  groin,  and 
ulceration  of  the  big  toe  and  foot,  also  with  a  high  temperature 
(104°  was  once  reached).  After  each  of  these  attacks  there  has 
been  a  fresh  outbreak  of  nodules,  mostly  about  the  face,  and  this 
time  also,  judging  from  the  voice,  there  were  also  new  nodules 
in  the  larynx.  It  is  thus  that  the  disease  progresses  by  succes- 
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sive  exacerbations,  attended  with  fever,  the  temperature  being 
103°  or  more,  the  limbs  ache,  and  a  determination  of  blood  to  the 
head,  relieved  by  epistaxis,  is  said  to  be  frequent,  but  I  have 
not  observed  this  last  symptom  in  the  present  case.  After 
each  febrile  attack  fresh  nodules  appear  and  ulceration  is 
common.  This  boy  only  had  slight  ulceration  in  the  toes 
and  feet,  and  their  healing,  though  effected  with  some 
difficulty,  has  not  been  attended  with  any  such  complications 
as  “  fever  and  grave  constitutional  disturbance,”  which 
Danielssen  and  Boeck  state  are  the  consequences  of  the  ulcers 
healing ;  but  though  the  ulceration  was  limited  in  the 
present  case,  in  many  instances  more  extensive  ulceration 
occurs,  which  is  sometimes  even  phagedenic. 

The  ulcers  are  formed  by  the  softening  and  breaking  down 
of  a  nodule,  and  are  very  indolent  and  glazy.  At  first,  the 
discharge  is  purulent,  and  loaded  with  debris  and  bacilli, 
as  in  the  specimen  under  the  microscope  ;  but  later  on  it  is 
glairy,  and  there  is  a  peculiar  diagnostic  odour,  which  is  a 
serious  evil  in  leper  asylums  ;  it  poisons  the  atmosphere,  and 
may  induce  a  fatal  septicaemia. 

With  a  few  brilliant  exceptions  the  course  of  these  cases 
is  steadily  downwards,  though  under  favourable  circumstances 
long  intervals  may  exist  between  the  febrile  exacerbations, 
each  of  which  knocks  many  nails  in  his  coffin.  The  average 
duration  of  tuberculated  cases  is  nine  years,  though  such  varia¬ 
tions  as  one  to  twenty  years’  duration  may  be  noted,  and  in 
females  the  course  is  rather  shorter  than  in  males.  The  modes 
of  death,  according  to  Hillis,  are : — by  the  direct  consequences 
of  leprosy,  such  as  result  from  ulceration,  the  implication  of  the 
air  passages  or  internal  organs,  etc.,  38  per  cent. ;  albuminuria, 
22  per  cent. ;  lung  complications,  17  per  cent. ;  diarrhoea,  10 
per  cent. ;  leaving  only  1 1  per  cent,  for  other  causes. 

The  line  of  treatment  to  be  adopted  is  to  remove  the 
patient  from  the  leprous  district  and  place  him  in  a  temperate, 
but,  if  possible,  equable  climate,  with  a  general  tonic  and 
hygienic  treatment.  The  only  drugs  that  I  have  noted  any 
substantial  benefit  from  are  quinine,  in  full  doses  during  the 
febrile  exacerbations,  and  in  the  intervals  the  administration  of 
Chaulmoogra  oil.  This  being  very  nauseous  should  be  given 
in  capsules,  beginning  with  3  minims  three  times  a  day  after 
meals,  and  gradually  increasing  the  dose  according  to  the 
patient’s  tolerance,  up  to,  if  possible,  100  minims  a  day. 
The  prognosis  depending  to  a  great  extent  upon  the  patient’s 
being  able  to  take  these  large  doses.  Gurjun  oil  is  much 
less  useful  internally,  but  may  be  made  into  a  liniment  and 
rubbed  into  the  infiltrations. 
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LEPRA  TUBERCULATUM. 


LEPRA  NON-TUBERCULATUM. 

Synonyms,  ANESTHETIC  LEPROSY  ;  NERVE  LEPROSY. 


TN  this  form  of  the  disease  the  lepra  bacilli  are  located  in 
and  set  up  an  inflammation  in  the  connective  tissue  in  and 
about  the  nerves,  the  products  of  inflammation  pressing  upon 
and  interfering  with  or  abolishing  its  function.  The  ulnar, 
median,  peroneal,  fifth  and  seventh  nerves  are  those  most  fre¬ 
quently  affected,  especially  the  ulnar,  which  may  often  be  felt 
to  be  thickened  at  the  elbow.  Paralysis  and  anaesthesia 
in  the  nerve  domain  affected  are  prominent  symptoms  often 
preceded  by  neuritic  pains  along  the  course  of  the  nerves. 

Many  of  the  skin  lesions  are  not  the  direct  consequence  of 
the  leprosy,  but  of  the  neuritis  or  of  the  absence  of  nerve 
influence.  This  is  especially  the  case  with  the  early  and  late 
bullae,  as  will  presently  be  explained,  and  the  other  symptoms 
of  this  form  of  leprosy  will  be  brought  out  in  commenting  on 
the  case  represented  in  the  plate. 

John  H.,  cut.  13  years,  was  born  in  Pulo-Penang,  and  lived 
there  and  at  Singapore  until  he  was  four  years  old,  when  he 
came  to  England ;  his  parents  were  English,  the  father  a 
soldier,  and  neither  of  them  had  leprosy,  but  the  patient  had 
been  in  contact  with  black  servants,  some  of  whom  might  have 
been  lepers.  While  at  Singapore,  they  had  fresh  fish  once  or 
twice  a  week,  and  meat  and  poultry  at  other  times,  food  being 
cheap  there.  The  mother  is  certain  that  that  was  the  extent  of 
the  fish  eating.  The  boy  was  quite  well  when  he  came  to 
England,  but  six  months  afterwards,  while  living  in  Suffolk, 
he  had  “  fever  and  ague,”  which  were  treated  with  quinine, 
and  lasted  a  week ;  soon  after,  there  was  an  outbreak  of  spots 
on  his  forehead  and  face,  and  then  about  his  hands  and  arms, 
legs  and  buttocks,  and  about  a  month  later  he  began  to  drop 
things  about,  and  his  arms  got  very  thin.  The  disease  pro¬ 
gressed  for  twelve  months,  and  then  became  stationary.  He 
was  brought  to  me  at  the  East  London  Hospital  for  Children  in 
June  1879,  for  the  treatment  of  his  paralysed  arms,  and  it  was 
then  noted  that  the  “spots”  were  bluish  red,  slightly  raised 
blotches,  that  some  of  them  were  as  big  as  a  crown  piece,  while 
on  the  buttock  they  were  as  large  as  the  hand.  On  the  right 
knee,  there  was  a  bluish  red  patch  an  inch  and  a  half  long  by 
three-quarters  broad,  and  round  it  several  white  nodules  an 
eighth  of  an  inch  in  diameter  ;  on  the  outer  side,  was  a  rather 
smaller  brown  scar,  with  some  more  nodules  on  the  border. 

Below  the  knee  on  both  sides  were  some  irregular  patches, 
five  inches  long  by  two  inches  wide,  with  irregular  pigmented 
edges  ;  they  looked  like  patches  of  leucoderma,  but  the  mother 
says  they  were  originally  brownish  and  slightly  raised ; 
sensation  was  lost  over  these  spots ;  the  anaesthesia  extended 
for  an  area  of  three  inches,  and  also  down  the  outside  of 
the  leg  to  the  ankle,  but  not  on  the  inner  side.  There  was 
also  anaesthesia  in  the  upper  part  of  the  face  and  in  the  cheeks, 
but  sensation  was  preserved  in  the  lower  part. 
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Both  forearms  were  incompletely  paralysed,  but  he  could 
write  clumsily.  The  paralysis  was  mainly  in  the  course  of 
the  ulnar  nerves,  which  were  easily  felt  to  be  thickened  and 
harder  than  normal  at  the  elbow,  and  there  was  complete 
anaesthesia  of  all  the  ulnar  side  of  the  forearm,  of  the  whole  of 
the  little  finger,  and  of  the  ulnar  side  of  the  ring-finger.  In 
other  parts  he  could  feel  a  needle  prick,  but  sensation  was 
diminished  over  the  greater  part  of  the  hands.  The  ring  and 
little  fingers  were  semi-flexed  into  the  palm,  and  the  others 
were  also  bent,  but  to  a  less  degree.  The  whole  hand  was 
rather  cold,  and  of  a  dull  bluish  red,  and  in  the  cold  weather 
bullae  frequently  formed  on  the  hands  and  knees,  and  left  super¬ 
ficial,  slowly  healing  ulcers.  The  extensors  of  the  wrist  were 
paralysed,  so  that  the  hands  dropped  helplessly  from  the  wrist, 
but  the  upper  arm  was  unaffected. 

Under  Chaulmoogra  oil  he  improved  considerably,  and 
seemed  almost  well,  except  the  paralytic  condition  of  the  arms, 
which  was  unchanged,  and  bullae  continued  to  appear  in  cold 
weather. 

In  the  spring  of  1881,  as  a  forlorn  hope,  founded  on  a 
published  successful  case  by  Dr.  Laurie,  of  Lahore,  both  ulnar 
nerves  were  stretched  by  my  colleague,  Mr.  Parker.  The 
nerves  were  found  to  be  much  thickened  and  hard  and 
were  stretched  thoroughly.  The  wound  healed  readily,  but 
no  improvement  ensued  in  the  arms,  and  shortly  afterwards, 
whilst  still  in  the  hospital,  a  copious  erythematous  outbreak 
occurred  over  the  whole  of  the  face,  and  symmetrically  over  a 
large  part  of  the  trunk.  The  patches  were  very  large  and  not 
raised,  and  remained  for  many  weeks  before  they  began  to 
clear  up  in  the  centre.  The  Plate  shows  the  ringed  condition 
left  two  years  later.  His  face  had  been  a  deep  red  ever 
since,  below  the  forehead,  but  the  upper  part  had  cleared  up. 

February  14th,  1885.  “For  the  last  twelve  months  there 
has  been  dropping  of  the  left  lower  lid,  so  that  the  eye  can 
only  be  half  closed,  and  the  right  lid  is  a  little  weak.  Sensa¬ 
tion  is  completely  abolished  over  the  whole  of  the  hands  and 
lower  two-tliirds  of  the  forearms.  The  hands  drop  helplessly 
at  the  wrist,  the  proximal  phalanges  are  extended,  while 
the  other  phalanges,  including  the  thumb,  are  strongly  flexed, 
but  all  movements  of  the  forearm  are  retained.  The  terminal 
phalanx  of  the  index-finger  has  disappeared  by  absorption, 
and  the  nail  is  attached  to  the  stump.  The  trunk  and  limbs 
have  large  marginate  patches,  forming  rings  and  festoons  ;  the 
centre  is  white  and  atrophied  like  a  thin  scar  ;  the  border  is  a 
yellowish  brown,  raised,  sharply  defined,  and  on  close  inspec¬ 
tion  is  seen  to  be  made  up  of  papules  of  small  size,  which  have 
coalesced  in  many  parts  to  a  uniform  border  ;  near  some  of 
the  patches  are  outlying  brown  papules.  The  margin  at  its 
broadest  is  half  an  inch  in  the  patch  over  the  buttocks,  and 


at  its  narrowest  one-sixteenth  of  an  inch  at  the  axilhe  ;  the 
patches  are  for  the  most  part  symmetrically  placed,  but  the 
symmetry  is  not  absolute. 

“  Sensation  is  much  diminished  in  the  atrophic  centre  of 
the  patches,  but  in  none  is  there  anaesthesia.  His  general 
health  has  much  improved  since  he  has  lived  in  Greenwich. 
The  big  toe-nail  and  the  next  on  the  left  foot  have  come  of!' 
twice,  and  he  has  no  feeling  in  those  toes.  The  boy  has  grown 
considerably  since  last  seen,  and  now  measures  4  ft.  7  in. 

“  These  brown  festoons  extend  under  the  chin  round  both 
shoulders,  back  and  front,  over  the  right  scapula,  and  round 
the  right  nipple,  which  is  the  centre  of  a  three-inch  circle  ; 
there  is  a  smaller  patch  above  the  left  nipple  ;  there  is  an 
extensive  line  completely  across  the  back  just  above  the  sacral 
region  and  in  front,  extending  irregularly  down  to  the  lower 
third  of  the  thigh.  There  are  the  scars  of  the  old  lesions 
over  the  patellae  and  in  the  middle  of  the  right  leg.  The  plate 
shows  well  the  shape  and  situation  of  the  ringed  patches  on 
the  back.” 

The  boy  was  admitted  into  University  College  Hospital 
on  November  11th,  1885,  and  while  there  developed  pyaemia., 
with  ulcerative  endocarditis,  of  which  he  died  on  November 
27th.  At  the  autopsy  it  was  found  that  the  tricuspid  valve 
was  almost  destroyed  by  a  pyaemic  abscess ;  the  sterno¬ 
clavicular  and  wrist  joints  were  full  of  pus,  and  there  were 
other  signs  of  septic  poisoning. 

In  this  case  there  was  a  long  interval,  about  eighteen 
months,  which  intervened  between  his  leaving  the  leper 
district  to  the  supervention  of  the  disease.  The  case  began 
with  symptoms  which  were  referred  to  “  fever  and  ague,”  and 
yielded  quickly  to  quinine.  Whether  it  was  really  ague  or  not 
it  is  impossible  to  determine  now  ;  he  was  in  an  ague  district, 
and  would  doubtless  be  very  sensitive  to  malarial  influences, 
and  the  supervention  of  ague  would  be  very  likely  to  ignite 
the  latent  leprosy  into  a  visible  form  ;  on  the  other  hand, 
chilliness  is  often  felt  at  the  beginning  of  this  form  of  leprosy 
also,  but  there  is  no  fever.  As  far  as  can  be  ascertained,  the 
other  premonitory  symptoms  usually  present  were  not  noticed 
in  this  boy,  such  as  “tenderness  of  the  skin,  generally  with 
pains  usually  thought  to  be  rheumatic,  burning,  shooting, 
lancinating,  or  darting  ;  or  pains,  aggi-avated  by  pressure,  along 
the  course  of  certain  nerves,  especially  the  median,  ulnar,  and 
peroneal,  like  shocks  of  electricity ;  ”  disturbance  of  gastric  or 
circulatory  organs  may  also  be  present,  while  this  boy  had 


numbness  or  weakness  of  the  hands  within  a  month  of  the 
onset.  Associated  with  the  pains,  numerous  small  bullae  may 
occur  in  the  course  of  the  affected  nerves ;  but  as  the  pains 
were  absent,  so  were  the  bullae  ;  at  a  later  stage,  and  up  to 
the  last,  single  large  bullae  appeared  from  time  to  time  in 
anaesthetic  parts  in  cold  weather.  These  bullae  of  the  early 
and  late  stage  have  a  different  cause  ;  the  first  set,  small  and 
numerous,  are  directly  due  to  an  irritative  lesion  of  the  nerves, 
and  were  absent  in  the  boy,  probably  because  the  pressure  of 
the  leprous  deposit  on  the  nerves  was  so  great  as  to  paralyse 
their  function  almost  at  once.  The  single  large  bullae  of  the 
late  stage  are  indirectly  due  to  the  paralysing  lesion  which, 
withdrawing  the  protective  influence  of  the  nervous  system 
from  the  affected  area,  permits  such  injurious  influences  as 
cold,  etc.,  to  produce  the  bullae.  These  various  symptoms, 
except  the  late  bullae,  constitute  the  prodromal  symptoms,  and 
may  last  as  long  as  twelve  months  before  the  eruption  appears, 
which  is  usually  considered  to  be  the  preliminary  stage ;  but 
in  one  case,  spots  about  the  face,  limbs,  and  trunk,  developed 
almost  at  once  after  the  ague  symptoms. 

These  spots  are  thus  described  by  Hillis  : — “  They  appear 
singly,  of  moderate  size,  generally  circular,  feel  itchy  and 
burn,  but  there  is  neither  the  hyperaesthesia  of  the  tubercu- 
lated  spot,  nor  is  there  anaesthesia  until  a  later  stage  ;  the 
spots  are  well-defined,  but  not  raised,  of  a  light  yellow  in  fair, 
and  of  a  bright  yellow  in  dark  races ;  sometimes  they  come  in 
the  course  of  a  nerve,  especially  the  musculo-spiral ;  ”  but  those 
of  H.  were  described  by  his  mother  as  being  bluish  red  blotches, 
the  size  of  a  crown,  on  the  forehead,  face,  hands,  arms,  and 
legs,  but  as  large  as  the  palm  on  the  buttocks.  At  a  later 
period,  when  the  eruption  came  after  the  nerve-stretching,  it 
was  in  large  erythematous  blotches,  which  subsequently 
became  pale. 

It  is  in  this  stage  that  paralysis  and  atrophy  commence, 
with  some  anaesthesia  ;  the  ulnar  nerve  is  always  the  first  to 
be  affected,  inability  to  grasp  things  being  the  first  symptom 
noticed.  Two  or  three  years  later  the  second  stage  com¬ 
mences  ;  the  spots  show  a  tendency  to  enlarge  peripherally, 
and  often  serpiginously,  the  edge  is  raised,  with  minute 
vesicles  upon  them  ;  they  begin  to  get  anaesthetic ;  sweat 
secretion  is  stopped ;  the  hair  turns  white,  and  the  skin 
becomes  dry  and  wrinkled ;  the  non-tuberculated  spots  never 
ulcerate  ;  but  they  have  a  tendency  to  spread  round  joints. 


PLATE  LXX 


LEPRA  NON-TUBERCULATUM 


TELANGIECTASES. 


JjILATATION  of  minute  capillary  vessels  may  be  seen 
under  various  conditions,  either  diffuse  or  localised, 
more  frequently  the  latter,  and  may  be  either  congenital  or 
acquired.  The  congenital  form,  however,  is  usually  designated 
Nsevus  Vascularis,  while  Telangiectasis  is  applied  to  the 
acquired  forms.  These  may  be  either  primary  or  secondary, 
the  latter  being  by  far  the  most  common.  One  of  the  most 
common  varieties  are  the  minute  stellate  vascular  striae  which 
are  common  on  the  face  at  all  ages,  and  were  called  by  old 
authors  Naevus  Araneus  or  spider  nsevus,  although  it  is  not  a 
congenital  condition.  As  a  rule,  there  are  only  one  or  two 
such  spots  which  often  occur  on  the  nose  or  cheeks,  the  result 
of  a  slight  injury  or  without  traceable  cause.  But  in  rare 
instances,  they  may  be  extremely  numerous,  as  exemplified  in 
Figure  1  of  the  present  Plate. 

The  patient  was  a  girl,  aged  14,  when  the  portrait  was 
taken,  in  whom  the  stellate  dilatation  of  vessels  had  been 
forming  from  the  age  of  five  years  on  the  face  and  forearm.  She 
first  came  under  my  observation  in  March  1883,  when  she  was 
seven  years  old,  and  at  that  time  it  had  existed  already  two  years, 
and  the  notes  stated  that  it  extended  more  or  less  over  the 
whole  face  below  the  forehead,  and  more  on  the  left  than  on 
the  right  side.  It  was  most  abundant  on  the  part  of  the  face 
between  horizontal  lines  drawn  through  the  mouth  and  the 
eyebrows ;  but  they  were  also  present  to  a  less  extent  on  the 
chin  and  forehead,  on  the  extensor  aspect  of  the  forearms,  and 
on  the  back  of  the  hands,  but  not  on  the  fingers.  The  mother 
said  that  some  of  the  vascular  dilatations  had  disappeared, 
but  that  on  the  whole  they  had  gradually  increased  in 
number ;  those  on  the  upper  lip  had  formed  only  the  week 
before  she  came  to  the  Hospital,  while  those  on  the  arms  had 
been  forming  for  about  two  months.  The  disease  commenced 
across  the  nose,  without  assignable  cause,  and  her  general 
health  was  naturally  good  and  quite  unaffected  at  the  time, 
and  her  parents  were  well-to-do  artisans,  so  that  she  had  not 
undergone  either  exposure  or  hardship.  Treatment  of  various 
kinds,  both  external  and  internal,  were  tried  in  vain,  though 
temporary  benefit  was  obtained  by  painting  on  strong  liquor 
plumbi  subacetatis ;  she  was  too  young  for  electrolysis  to  be 
attempted.  After  some  months,  she  ceased  to  attend  the 
Hospital,  but  in  June  1890  I  sent  for  her,  and  the  drawing 
was  then  taken.  At  this  time,  the  general  distribution  was 
about  the  same,  but  the  vessels  were  more  numerous,  and 
there  was  some  extension  down  the  sides  of  the  neck  and  on 
to  the  first  phalanges,  while  the  forehead,  front  of  the  neck, 
and  chin  were  only  very  slightly  involved.  The  lesions  con¬ 
sisted  of  (1)  minute  red  points,  especially  abundant  on  the 
forearms ;  (2)  stellate  or  loose  networks  of  vessels,  the  nature 
of  which  was  easily  seen  with  the  lens  ;  (3)  subcutaneous  lilac- 
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coloured  spots  which  disappeared  on  pressure,  and  which  were 
doubtless  due  to  subcutaneous  vascular  dilatation  ;  (4)  faint 
atrophic  scars,  chiefly  round  small  spots  on  the  forearms,  but 
in  the  inner  border  of  the  right  forearm  there  was  a  long 
streak.  There  were  no  sensory  symptoms.  In  such  a  case  as 
this,  in  which  we  are  wholly  ignorant  of  its  pathology,  the 
only  treatment  which  would  be  of  any  avail  would  be  to 
occlude  each  dilatation  by  means  of  electrolysis,  a  needle 
attached  to  the  negative  pole  being  introduced  into  the  skin 
with  a  current  from  only  two  or  three  cells. 

Figure  2  represents  the  telangiectic  form  of  Lupus  ery¬ 
thematosus,  and  is  placed  here  as  an  example  of  telangiectasis 
secondary  to  other  conditions.  In  this  form  of  Lupus  ery¬ 
thematosus  there  is  little  or  no  change  of  the  surface  except 
the  persistent  circumscribed  redness  which  close  inspection 
shows  to  be  due  to  dilated  vessels.  Occasionally,  there  is  a 
single  patch,  but  the  rule  is  that,  as  in  the  present  case,  it  is 
situated  symmetrically  on  both  cheeks,  in  the  position  and 
sometimes  nearly  of  the  size  and  shape  of  the  red  patch  which 
the  circus  clown  paints  upon  his  cheek.  While  to  the  eye 
there  is  only  the  heightened  colour  already  described ;  on 
pinching  up  the  tissues  there  is  very  marked  thickening.  The 
disease  runs  a  very  slow  course,  and  may  remain  for  years 
with  very  little  alteration. 

The  patient  was  a  gentleman,  aged  41,  who  was  first  seen 
by  me  on  April  17th,  1893,  for  my  friend,  Dr.  Sangster.  He 
dated  his  disease  between  seven  and  eight  years  previously, 
when  he  was  in  Egypt,  where  he  lived  for  four  months  ;  but 
on  cross-examination  he  admitted  he  had  had  redness  over  the 
malar  eminence,  on  the  right  side  only,  for  some  time  before 
that,  indeed  the  only  points  on  which  he  was  positive  were 
that  he  had  nothing  at  all  in  1879,  and  that  the  left  cheek  had 
only  been  affected  between  four  and  five  years.  His  family 
and  personal  history  and  general  health  were  good  ;  there  was 
no  evidence  of  phthisis  in  himself  or  family.  When  seen  both 
the  cheeks  were  symmetrically  affected,  each  with  a  large 
telangiectic  patch  of  a  purplish  red  tint,  more  extensive  on  the 
right  side,  which  was  very  slightly  scaly,  but  the  left  was  perfectly 
smooth.  The  general  appearance  was  only  that  of  intense,  well- 
defined  vascularity,  but  when  the  affected  part  was  pinched  up 
there  was  evidently  considerable  thickening  of  the  tissues. 

To  the  right  of  the  main  patch  on  the  right  cheek  there 
was  a  small  new  spot  which  had  formed  during  the  present 
year.  This  is  not  shown  in  the  Plate.  No  active  treatment 
was  employed,  as  he  was  on  the  point  of  starting  for  America, 
where  he  expected  to  remain  for  some  time. 

Other  examples  of  secondary  Telangiectasis  are  shown  in 
Myxcedema  (Plate  LII.),  and  Acne  Rosacea  (Plate  LXXXV.). 
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KELOID  E  CICATRICE. 


Synonyms,  SCAR  KELOID;  CHELOID ;  ALIBERT'S  CHELOID. 


TT  ELOID  is  a  connective  tissue  tumour  distinguished  from 
mere  thickening  of  a  cicatrix  or  the  hypertrophic  scar  by 
its  tendency  to  extend  beyond  the  limits  of  the  original  scar, 
Much  stress  was  formerly  laid  on  the  distinction  between  true 
and  false  keloid,  the  former  term  being  applied  to  those  which 
were  of  spontaneous  origin,  and  the  latter  to  cases  in  which  the 
tumour  started  from  a  pre-existing  scar.  While  it  cannot  be 
denied  that  such  growths  may  arise  without  any  cognisable 
pre-existing  lesion,  such  cases  are  certainly  very  rare,  and 
except  when  multiple  and  symmetrical,  depend  for  their 
diagnosis  on  the  patient’s  statement,  which  is  the  more 
unreliable  as  many  keloids  have  arisen  from  acne  and  other 
scars  too  small  to  attract  the  patient’s  attention  unless  that 
has  been  specially  called  to  them. 

The  following  case,  in  which  the  lesions  started  from  scars, 
is  remarkable  not  only  for  the  multiplicity  and  the  size  of  the 
lesions,  but  also  for  their  long  duration. 

Mr.  T.,  set.  64,  first  came  to  me  in  November  1888. 
He  stated  that  the  keloids  began  fifty  years  previously, 
after  boils,  and  subsequently  multiplied  and  extended. 
When  twenty  years  old  he  went  to  India,  and  while 
there,  at  the  age  of  twenty -five,  five  of  them  were  cut 
out,  and  every  one  returned  more  extensively  but  less 
prominently  than  before.  Three  of  the  whole  number  have 
disappeared,  leaving  only  the  loose  containing  skin,  and  others 
have  partially  involuted.  From  time  to  time,  some  of  them 
have  suppurated,  especially  the  shoulder  and  axilla  tumours. 
They  formerly  itched  very  much,  and  still  do  so  occasionally ; 
more  frequently  he  experiences  pricking  and  twitching  pains 
in  them,  especially  after  port  wine  or  spirits.  They  are  nearly 
all  situated  on  the  posterior  aspect  of  the  trunk  and  limbs, 
perhaps  because  they  are  more  exposed  to  friction  there. 
There  is,  however,  one  on  each  thigh,  and  on  the  left  thigh 
one  has  involuted^  leaving  only  a  bridge  of  skin,  with  the 
extremities  inserted  by  processes  like  claws  into  the  surface, 
but  there  is  no  tumour  substance  in  it.  The  drawing  was 
taken  in  May  1890,  when  there  was  no  material  alteration  in 
the  size  or  aspect  of  the  growths.  The  cicatricial  bands  and 
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dilated  vessels  are  well  shown  in  the  plate.  The  tumours  were 
firm  and  not  tender  to  the  touch.  There  were  fifteen  on  the 
back,  arms,  left  wrist,  and  upper  part  of  thighs,  and  two  on 
the  front  of  the  knees. 

Pathology. — Such  growths  consist  of  dense  bundles  of 
connective  tissue,  with  the  fibres  for  the  most  part  parallel  to 
the  surface,  but  some  run  obliquely ;  branching  dilated  vessels 
freely  permeate  all  but  the  oldest  growths,  and  for  a 
considerable  distance  beyond  the  growths,  the  vessels  are 
dilated  and  surrounded  by  round  cells.  It  has  been  said  that 
the  presence  of  papillae  over  the  tumour  points  to  its  being  of 
spontaneous  origin,  but  this  is  not  a  reliable  sign,  as  it  may 
also  occur  over  some  parts  of  scar  keloid. 

The  long  duration  of  many  of  the  tumours  in  this  case  is 
remarkable,  as  a  large  proportion  of  keloid  growths  undergo 
spontaneous  involution.  Many  of  them,  too,  were  of  unusually 
large  size.  Obviously,  the  patient  had  a  very  jironounced 
tendency  to  such  growths.  This  may  exist  as  an  idiosyncrasy 
on  the  part  of  an  individual  or  of  a  race,  negroes,  for  example, 
have  a  great  proclivity  to  keloids  and  often  have  tumours 
enormous  both  in  size  and  number. 

Treatment. — As  a  rule  keloid  tumours  had  better  be  left 
alone.  There  is  a  strong  tendency  to  involution  in  most 
cases,  although  they  may  last  several  years  before  it  sets  in. 
Excision,  as  in  the  above  case,  is  usually  followed  by  speedy 
return,  even  larger  than  before.  If  practised  at  all,  it  should 
only  be  done  for  tumours  in  awkward  or  unsightly  positions, 
and  the  only  chance  of  success  is  to  make  the  incisions  a 
considerable  distance  outside  the  growth  so  as  to  get  beyond 
the  limit  where  the  vessels  are  involved  external  to  the 
tumour.  Electrolysis  is  sometimes  successful  for  small 
tumours,  but  care  must  be  taken  not  to  irritate  the  tumour 
but  only  to  use  a  current  just  sufficiently  strong  to  lead  to 
blocking  of  the  vessels  supplying  the  growth.  In  a  case  such 
as  the  one  related,  no  radical  treatment  could  be  attempted, 
but  some  relief  could  be  afforded  by  dividing  the  cicatricial 
band  which  crossed  the  axilla  and  hindered  free  movement. 
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FIBROMA. 


Synonyms :  FIBROMA  MOLLUSCUM  ;  MOLLUSCUM  FIBROSUM ; 

MOLLUSCUM  SIMPLEX. 


'JjMBROMA  SIMPLEX  is  one  of  the  terms  applied  to  the 

small  soft  tumours,  seldom  larger  than  a  pea,  which  often 
get  absorbed,  and  leave  behind  the  small  empty  sacs  of  skin 
which  contained  them.  These,  and  the  original  “  soft  warts,” 
as  they  are  often  called,  are  frequently  seen  on  the  face  and 
shoulders  of  elderly  persons  and  others  with  a  degenerated 
skin.  The  other  form  of  tumour  to  which  the  term  Fibroma  is 
more  generally  applied  is  a  much  rarer  condition,  and  the 
tumours  occur  at  all  ages,  and  are  often  extremely  numerous. 
Of  this  form  there  are  three  varieties : — (1)  Multiple,  small, 
soft  tumours,  in  which  the  surface  of  the  skin  is  almost 
unchanged  ;  (2)  cases  with  small  tumours  like  the  first  variety, 
and  associated  with  large  pendulous  tumours,  constituting 
Fibroma  Pendulum  ;  (3)  Fibroma  Pendulum  without  the  other 
small  tumours.  All  these  varieties  are  illustrated  in  the 
present  Plate. 

The  tumours  of  Fibroma  are  generally  roundish  or  teat 
shaped  ;  when  pinched  up  they  are  soft,  the  contents  can 
generally  be  rolled  between  the  fingers,  but  the  larger  ones 
have  also  a  firmer  portion.  The  skin  over  these  lesions  may  be 
either  tense  or  lax,  is  generally  very  smooth,  and  of  the 
normal  colour ;  they  may,  however,  be  slightly  reddish  from 
vascularity,  or  sometimes  present  a  semi-translucent  bluish 
tint  when  the  greater  part  of  the  contents  have  been  absorbed, 
and  the  sac  can  be  pushed  by  the  finger  into  the  subcutaneous 
tissue.  Occasionally  a  hair  or  a  large  comedo  may  be  seated 
on  the  tumour,  not  always  in  the  centre.  In  all  other  respects 
there  are  great  variations  : — in  number,  there  may  be  only  a 
few,  or  they  may  exist  in  hundreds  or  even  thousands ;  in 
size,  they  may  be  from  a  pin’s  head  to  an  orange,  or  larger,  but 
in  ordinary  cases  they  are  not  larger  than  a  walnut ;  in  shape 
they  may  be  round,  oval,  or  pyriform.  Some  are  embedded 
deeply  in  the  skin,  and  can  only  be  felt ;  others  are  raised  con¬ 
spicuously  above  the  surface,  and  are  seated  on  a  broad  base 
like  a  mollusc ;  others  are  more  or  less  distinctly  pedunculated, 
and  as  the  tumour  grows  the  pedicle  becomes  narrower,  and  a 
polypoid  growth  is  produced.  They  are  perfectly  painless, 
and  only  give  rise  to  inconvenience  from  their  number,  their 
size,  their  position,  or  their  unsightliness ;  while  some  may 
become  absorbed,  the  majority  continue  to  grow  slowly,  and  as 
a  whole  become  more  numerous,  but  they  do  not  affect  the 
internal  organs,  except  the  mucous  membrane  of  the  mouth, 
nor  do  they  shorten  life  in  any  way.  The  skin  of  these 
patients  is  generally  coarse,  and  often  has  irregular  patches  of 
pigment  upon  it. 

Figure  1  represents  an  average  case  of  the  first  variety. 

The  patient,  Walter  J.,  aged  33,  first  came  under  my 
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observation  at  University  College  Hospital,  on  February 
17th,  1886.  He  was  a  brushmaker  by  trade,  and  was 
intellectually  below  the  average,  which  is  very  commonly 
the  case  with  these  patients.  There  was  nothing  special 
in  his  family  history : — he  had  a  brother  and  sister, 
who,  with  their  families,  were  quite  well ;  the  mother, 
however,  was  subject  to  hysterical  fits,  and  the  father 
suffered  from  rheumatism.  The  patient’s  general  health 
had  been  fairly  good,  except  that  he  had  had  three  or 
four  fits  during  the  last  five  years.  The  tumours,  he  said, 
began  to  appear  on  the  trunk  ten  or  twelve  years 
previously,  without  any  assignable  cause.  When  young 
he  was  of  a  very  fair  complexion,  but  his  skin  had  become 
much  darker  since  the  tumours  had  appeared,  and  they 
had  increased  very  gradually  in  numbers  and  size  until 
the  last  year,  when  they  had  increased  more  rapidly, 
especially  on  the  chest  and  abdomen.  The  tumours  were 
abundantly  and  irregularly  scattered  over  the  trunk,  partially 
on  the  limbs,  and  there  were  only  a  few  on  the  face  and  head. 
There  was  one  pedunculated  in  the  external  meatus  of  one  ear, 
which  made  him  deaf  in  that  ear,  but  otherwise  they  gave  him 
no  inconvenience.  The  tumours  had  all  the  characters  already 
described  in  the  general  account  of  the  disease.  He  had 
numerous  patches  of  pigmented  skin,  varying  from  a  half  to 
one  inch  in  their  longest  diameter,  and  many  freckle-like  spots 
were  scattered  over  the  whole  of  the  trunk.  The  whole  face 
was  of  a  pale  brown  tint.  The  patient  was  a  man  of  about 
5  ft.  7  in.  in  height,  with  a  large,  square  head,  and  his 
intelligence  was  distinctly  below  the  average ;  his  memory 
being  very  defective  his  answers  were  often  unsatisfactory, 
while  at  the  same  time  there  was  no  very  remarkable 
deficiency  in  intellect. 

The  drawing  for  Figure  1  was  taken  in  November  1893, 
when  the  tumours  had  become  more  numerous,  and  many  of 
them  distinctly  larger.  There  was  no  other  material  change. 

Figure  4  represents  an  extreme  case  of  the  same  kind,  in 
which  the  tumours  were  in  enormous  numbers  all  over  the 
face,  scalp,  neck,  trunk,  and  upper  limbs,  but  much  less 
numerous  on  the  lower  limbs.  The  patient  was  a  well-known 
character  in  most  of  the  London  hospitals,  and  is  now  (1894) 
55  years  of  age.  The  tumours  began  on  the  chest  when  he 
was  11  years  old,  and  have  been  increasing  ever  since.  He 
had  been  under  Mr.  Hutchinson  for  thirty  years,  and  was  the 
subject  for  the  illustration  of  Molluscum  Fibrosum  in  Plate  18 
of  the  Sydenham  Society’s  Atlas.  Comparison  with  this  will 
show  how  enormously  the  tumours  have  increased. 


Figure  2  represents  the  second  variety  of  Fibroma,  in 
which  there  is  a  large  pendulous  tumour,  associated  with 
numerous  tumours  of  the  first  variety.  It  is  taken  from 
a  photograph  which  belonged  to  Mr.  Hutchinson,  who  kindly 
allowed  me  to  make  use  of  it.  The  man  is  evidently  an 
Oriental,  but  Mr.  Hutchinson  could  give  me  no  particulars 
about  his  history.  The  figure,  however,  scarcely  requires  it, 
the  nature  of  the  growth  admitting  of  no  doubt.  The  position 
is  not  an  uncommon  one  for  these  tumours,  but  it  is  unusually 
large.  Although  there  would  be  many  large  vessels  supplying 
the  growth  there  would  be  no  great  difficulty  in  removing  it  if 
thought  desirable,  and  if  removal  were  complete  it  would  not 
be  likely  to  recur. 

Figure  3  represents  another  form  of  Fibroma  Pendulum 
in  which  the  growth  is  in  lobes  and  pendulous  folds.  To  this 
variety  the  term  Dermatolysis  is  sometimes  given,  but  this 
term  properly  belongs  to  cases  of  elastic  skin  without  new 
growth.  This  figure  is  the  only  one  in  the  Atlas  which  is  not 
original.  It  is  taken  from  a  not  very  well-known  quarto 
edition  of  Alibert’s  “  Monographie  des  Dermatoses,”  pub¬ 
lished  in  1832,  and  the  case  is  described  on  page  796. 
Such  cases  are  very  rare,  and  this  one  is  an  extremely  well- 
marked  instance,  and  its  being  but  little  known  is  my  excuse 
for  reproducing  it. 

The  patient  was  a  shepherd,  who  lived  near  Gisors,  in 
France.  He  was  44  years  of  age,  4  ft.  4  in.  high,  and  his 
head  was  a  fourth  or  fifth  of  the  whole  height ;  his  trunk 
made  about  two-fifths,  while  his  legs  and  thighs  were  dis¬ 
proportionately  long. 

The  enormous  size  of  the  head  was  entirely  due  to  over¬ 
growth  of  the  skin,  which  hung  in  folds  over  the  scalp,  the 
orbits,  and  the  left  side  of  the  face.  There  was  thickening 
of  the  skin  and  of  the  cellular  tissue,  more  marked  in  some 
parts  than  others  ;  the  skin  was  of  a  pale  rose  colour,  and  not 


adherent  to  the  bone ;  it  appeared  to  start  from  just  above 
the  articulation  of  the  occipital  with  the  parietal  bones,  and 
extended  over  two-thirds  of  the  coronal  suture  on  the  right 
side,  over  the  upper  half  of  the  parietal  bone  on  the  same  side, 
over  the  upper  half  of  the  occipital,  and  over  the  whole  left 
parietal  bone,  over  the  left  temporal  and  malar  bones,  ter¬ 
minating  at  the  articulation  of  the  nasal  bones ;  there  were 
no  folds  on  the  vertex,  but  inequalities  were  scattered  over  it, 
due  to  special  thickenings  of  the  cellular  tissue.  The  whole 
of  the  skin  over  the  left  parietal  bone  was  thicker,  and  formed 
four  or  five  large  folds,  which  were  mingled  with  other  similar 
folds,  which  came  from  the  right  frontal  eminence,  passing 
over  the  left  brow  to  unite  with  the  folds  over  the  temple 
region. 

As  a  whole,  these  folds  formed  an  unequal  mass  of  hang¬ 
ing  skin,  drawing  down  by  its  own  weight  all  the  covering  of 
the  head,  and,  dragging  down  the  brow  for  2  inches,  made  it 
fall  on  the  malar  eminence ;  the  eyebrow  extended  from  the 
base  of  the  nose  to  the  zygomatic  process.  The  edge  of  the 
upper  eyelid  was  prolonged  like  the  snout  of  a  carp.  It 
covered  an  eye,  dragged,  so  to  speak,  out  of  its  orbit,  which  was 
smaller  than  natural.  Not  only  the  skin  which  formed  all  the 
folds  had  increased  enormously  the  size  of  the  head,  but  the 
bones  also  took  part.  The  parietal  and  frontal  bones  were  a 
fourth  larger  than  natural ;  pericranial  eminences  were 
scattered  throughout,  and  being  bony,  and  also  on  account 
of  their  size,  gave  him  the  most  hideous  appearance. 

The  unhappy  man  had  lost  an  eye  when  he  was  six 
months  old,  and  the  other  when  20  years  old,  after  most 
violent  pains  in  the  head,  and  when  he  was  in  despair  as  to 
how  to  get  a  living  he  discovered  that  he  could  make  and  sell 
brooms,  and  gradually  learned  to  find  his  way  about,  and 
always  preserved  his  mental  faculties. 

No  information  is  given  as  to  the  time  of  development  of 
the  hypertrophic  growth. 


PLATE  LXXIII 


LYMPH  AN  GIECTODES. 


Synonym:  LYMPHANGIOMA  CIRCUMSCRIPTUM;  LUPUS  LYMPHATICUS; 

ANGIOMA  CYSTICUM. 


rpHls  is  a  rare  disease  and  was  first  described  by  Tilbury 

Fox.  It  is  usually  localised  to  one  region  of  the  body, 
and  consists  of  minute  vesicles,  seated  deeply  in  the  cut’s,  and 
closely  aggregated  together  like  frog  spawn  ;  each  group  is 
from  one-third  to  three-quarters  of  an  inch  in  size  and  of 
irregular  shape.  These  again  are  arranged  irregularly  with 
healthy  skin  between  or  with  a  few  scattered  vesicles.  They 
usually  form  a  single  compound  patch  from  one  to  three 
inches  in  diameter  as  in  Figures  1,  2,  and  3,  but  Figure  4 
shows  that  the  disease  may  be  much  more  extensive  though 
still  confined  to  one  region.  The  positions  in  which  it  has 
chiefly  been  seen  hitherto  are  the  face,  lip,  neck,  deltoid  and 
scapular  regions,  the  arm,  the  leg,  the  thigh  and  the  trunk. 

It  is  easily  seen  that  the  vesicles  are  not  of  an  ordinary 
kind,  but  are  deeply  seated  with  thick  walls,  and  some  of  them 
seem  to  be  almost  warty  looking.  The  majority  of  the  vesicles 
are  about  the  size  of  a  pin’s  head ;  they  are  either  perfectly 
colourless  or  they  have  a  straw  or  pinkish  tinge,  and,  if 
pricked,  a  clear,  colourless  fluid  exudes  with  alkaline  reaction, 
and  containing  a  few  lymph  corpuscles.  Some  have  vascular 
striae  over  them ;  others  have  red  dots,  and  others  again 
contain  extravasated  blood,  the  result  of  friction  or  other 
trifling  injury.  The  vascular  element  is  most  conspicuous 
during  the  development  of  fresh  vesicles,  and  may  disappear 
subsequently,  and,  as  a  rule,  it  may  be  said  that  vascularity 
is  indicative  of  activity  in  the  disease.  There  are,  however,  at 
no  time  any  signs  of  inflammation  or  subjective  symptoms. 
The  course  of  the  disease  is  extremely  chronic,  and  may  last 
for  an  indefinite  number  of  years,  spreading  slowly  at  the 
periphery  by  the  formation  of  fresh  groups  of  vesicles,  and 
showing  a  great  tendency  to  recur  after  partial  or  even 
complete  removal.  Nearly  all  cases  have  begun  in  childhood, 
and  a  few  in  quite  early  infancy.  One  or  two  have  been 
possibly  congenitally  present,  and  all  are  probably  of  con¬ 
genital  origin. 

Its  pathology  has  been  generally  supposed  to  be  due 
to  overgrowth  and  dilatation  of  the  lymphatic  vessels,  but 
De  Smet  and  Bock  consider  the  vesicles  are  serous  cysts 
derived  from  the  arterial  capillaries  of  the  capillary  body,  and 
the  fact  that  capillary  tufts  of  blood  vessels  are  a  prominent 
feature  in  the  early  stage  to  some  extent  corroborates  this  view, 
and  at  all  events  indicates  that  the  blood  vessels  play  an 
important  part  in  the  process. 

The  diagnosis  depends  on  the  presence  of  congeries  of 
small,  thick  walled,  warty-looking  vesicles  in  the  cutis,  together 
with  the  vascular  strim  and  limitation  to  one  region  ;  the 
disease  having  usually  existed  from  childhood  and  having 
extended  very  slowly  but  almost  continuously. 
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The  treatment  has  not  been  very  satisfactory.  Whether 
removed  by  caustics,  excision,  or  electrolysis,  the  disease 
generally  recurs  to  a  greater  or  less  extent,  but,  on  the  whole, 
electrolysis  appears  to  be  the  most  satisfactory  method,  as  a 
rule  the  needle  being  passed  through  the  base  of  the  vesicle, 
and  an  effort  made  to  coagulate  the  blood  in  the  vessels 
below  it.  Possibly,  if  the  growth  were  in  such  a  position 
that  it  would  be  possible  to  carry  the  incisions  sufficiently 
wide  of  the  disease,  excision  would  be  the  most  efficient 
method. 

Figure  1  represents  the  case  of  Master  John  H.,  aged  5 
years,  who  was  sent  to  me  by  Mr.  Bailey  in  July  1886.  The 
disease  began  on  the  left  side  of  the  neck  when  he  was  six 
months  old  as  a  group  of  closely  set,  deep  seated  vesicles  about 
the  size  of  a  pin’s  head.  The  diseased  area  increased  in  size  by 
the  formation  of  fresh  groups  of  vesicles  until  he  was  four  years 
old,  when  all  but  a  few  vesicles  were  destroyed  by  caustics. 
When  brought  to  me  the  scars  from  this  were  very  con¬ 
spicuous,  but  fresh  groups  of  vesicles  had  formed  on  the 
borders  of  and  between  the  scars,  and  they  had  continued  to 
appear  until  the  present  condition  was  reached.  The  vesicles 
varied  from  a  small  pin’s  head  to  a  millet  seed  in  size,  were 
generally  of  a  faint  straw  colour  or. slightly  pinkish  in  hue,  but 
were  occasionally  deep  red,  either  from  the  occurrence  of  small 
haemorrhages  into  them  or  of  minute  dilated  vessels  over  them. 
Some  of  the  largest  vesicles  were  evidently  produced  by  the 
coalescence  of  smaller  ones.  When  pricked,  a  clear  fluid 
escaped.  In  February  17th,  1887,  he  was  brought  again,  and 
the  disease  had  slightly  increased,  some  of  the  vesicles  were 
larger,  and  several  more  were  haemorrhagic.  They  were  all 
destroyed  by  electrolysis,  a  needle  attached  to  the  negative 
pole  was  passed  into  the  base  of  the  vesicle  and  kept  there  for 
about  twenty  seconds.  The  boy  was,  of  course,  under  ether 
during  the  operation.  He  was  not  seen  again  until  March 
14th,  1890,  when  the  mother  informed  me  he  had  kept  well 
after  the  operation  for  six  months  or  more,  but  that  then  signs 
of  small  vesicles  appeared  which  came  and  went  away  again. 
It  went  on  like  this  with  very  small  vesicles  appearing  and 
disappearing,  until  about  four  days  before  she  brought  him 
again,  when  some  telangiectic  spots  appeared  on  the  periphery 
of  the  old  cicatrices,  chiefly  on  the  left  border.  A  fort¬ 
night  later  all  the  red  spots  had  disappeared,  and  ‘there 
were  only  clear  vesicles  left.  In  the  mother’s  opinion 
the  eruption  always  came  out  somewhat  more  actively 
in  the  spring.  The  mother  did  not  wish  to  have  any 
further  radical  treatment  and  nothing  further  therefore  was 
done. 


Figure  2  was  that  of  Mary  Ann  C.,  aged  13  years; 
a  delicate  looking  girl  in  very  poor  circumstances  who  was 
brought  to  the  East  London  Hospital  for  Children  in  1888. 
The  affection  as  shown  in  the  drawing  was  situated  over  the 
ninth,  tenth,  and  eleventh  ribs  of  the  left  side.  It  consisted 
of  translucent,  deep  seated  vesicles,  with  clear,  colourless 
contents,  and  were  evidently  neither  attended  nor  produced 
by  inflammation.  They  gave  her  no  pain  nor  any  other 
inconvenience.  The  vesicles  were  closely  aggregated,  and 
some  of  them  had  red  points,  due  to  dilated  vessels  over 
them  ;  they  were  seated  on  and  in  the  neighbourhood  of 
several  scars,  of  which  the  history  given  by  the  mother,  was 
that  when  the  child  was  six  months  old  she  had  a  soft  tumour 
there,  the  size  of  a  small  hen’s  egg,  which  projected  quite  an 
inch  above  the  surface.  The  tumour  was  of  congenital  origin, 
not  larger  than  a  nut  at  birth,  but  it  grew  to  the  size  above 
described ;  according  to  the  mother’s  account  the  skin  over 
the  tumour  was  natural,  and  there  were  no  vesicles  upon  it 
like  those  now  present.  The  tumour  was  cut  out  at  Guy’s 
Hospital,  leaving  the  present  scars,  on  and  round  which  the 
lymphangiectodes  had  developed  during  the  past  month,  but 
the  skin  had  previously  been  somewhat  scaly  at  the  point 
affected.  There  were  no  other  lesions,  either  in  this  or  the 
preceding  case,  in  other  parts  of  the  body.  This  is  all  the 
history  that  could  be  obtained  from  the  mother,  and  but  little 
reliance  can  be  placed  upon  it,  except  that  there  was  a 
congenital  tumour,  which  was  removed  at  Guy’s  Hospital,  and 
it  is  highly  probable  that  it  was  of  the  same  nature  as  the 
present  disease. 

Figure  3  represents  a  case  of  unusual  extent  and  activity. 
The  patient,  Florence  M.,  aged  10,  was  sent  to  me  for 
diagnosis  in  October  1893,  by  Dr.  Bond  of  Leicester.  The 
account  given  was  that  at  birth  there  was  a  small  lump 
present  on  the  right  side  the  size  of  a  hazelnut,  though  the 
mother  herself  did  not  see  it  until  the  child  was  two  weeks 
old.  From  that  time  it  had  gradually  extended  to  its  present 
dimensions,  though  the  child,  who  is  more  than  usually 
intelligent,  thought  that  it  had  not  grown  for  some  months. 
From  time  to  time  some  of  the  spots  become  irritable,  and 
she  rubs  them  until  they  bleed.  The  lesions  extended  in 


front  as  far  as  the  anterior  axillary  fold ;  behind  to  a  line 
drawn  to  the  angle  of  the  scapula  when  the  arm  was  raised ; 
the  upper  limit  was  at  the  level  of  the  sixth  rib,  the  lower 
with  the  crest  of  the  ilium.  The  lesions  consisted  of  single 
and  conglomerated  vesicles.  The  single  ones  were  from  a  pin’s 
point  to  a  pin’s  head  in  size;  the  largest  compound  lesions  varied 
from  a  hemp  seed  to  half  a  square  inch,  but  with  an  irregular 
outline.  Many  of  them  were  quite  clear,  and  of  a  translucent, 
fawn  colour ;  others  had  haemorrhagic  points  upon  them  ;  others 
again  formed  a  black  patch,  slightly  rough  to  the  touch,  and 
these  bled  easily  if  rubbed ;  on  the  more  recent  lesions,  the  red 
specks  were  clearly  dilated  blood  vessels ;  one  spot  evidently 
quite  new,  was  situated  below  the  lower  border,  and  was  seated 
at  a  hair  follicle.  It  was  lake  red  in  colour,  and  the  size  of  a 
pin’s  head  ;  the  other  clear  vesicles  were  evidently  below  the 
level  of  the  skin  surface.  Another  also  recent  lesion  was  like 
a  conglomeration  of  red  points.  The  general  health  was  very 
good.  The  patient  was  only  sent  for  diagnosis,  and  has  not 
been  seen  since. 

Figure  4  represents  a  small  group  of  vesicles  from  case 
three,  slightly  magnified,  as  it  is  extremely  difficult  on  account 
of  their  minute  size  to  represent  the  lesions  accurately. 

Figure  5  represents  a  similar  condition,  probably  not 
congenital,  occurring  on  the  mucous  membrane  of  the  lower 
lip.  The  patient  was  a  young  man,  who  was  the  subject  of 
extensive  lupus  vulgaris  over  the  face  and  neck,  the  greater 
part  however  of  which  was  cicatricial,  but  with  numerous 
foci  of  disease  imbedded  in  the  cicatrices.  The  patient 
could  not  give  any  clear  account  of  the  duration  of  the 
condition  the  lip  represented,  and  while  it  cannot  be  proved 
that  the  pathology  of  this  disease  of  the  mucous  membrane 
is  the  same  as  that  of  the  affection  which  we  have  been 
considering,  and  which  is  probably  always  of  congenital  origin, 
yet  the  clinical  appearances  are  identical,  making  allowance 
for  the  difference  of  the  mucous  membrane  and  the  skin. 
When  the  case  was  shown  at  the  Dermatological  Society 
the  members  agreed  as  to  the  close  resemblance  of  the  two 
affections  of  the  skin  and  mucous  membrane.  One  or  two 
similar  cases  are  on  record. 


Fig.  2. 

SLIGHTLY  MAGNIFIED  GROUP. 


PLATE  LXXIV, 
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PAPILLOMA  WITH  XERODERMA  PIGMENTOSUM. 


QUTGRO  WTHS  of  tlie  papillary  layer  of  the  skin  may  occur 

in  various  forms  and  under  various  conditions ;  they  may 
be  very  slow  growing  and  covered  with  hypertrophic  layers  of 
horny  epithelium,  of  which  examples  may  be  seen  in  common 
Warts,  as  in  Plate  XLVII.,  or  in  the  secondary  papillary 
hypertrophy  of  Elephantiasis,  Plate  LI.,  or  of  Lupus  verrucosus, 
as  in  Plates  LXIII.  and  LXVIII.  In  the  more  rapidly 
proliferating  forms,  fungating  growths  of  soft  consistence  are 
produced.  They  may  develop  on  any  chronic  ulcer,  and  are 
common  in  scrofulous  and  syphilitic  sores.  Examples  are 
given  in  Plate  LXI.  and  Plate  LXIII.,  while  the  present 
Plate  affords  an  extreme  instance  in  a  case  of  Xeroderma 
pigmentosum.  The  patient  was  the  elder  sister  of  the 
case  illustrated  in  Plate  LVI.,  and  the  two  Plates  can  be 
usefully  compared,  to  gain  a  good  idea  of  the  original 
disease. 

The  following  is  the  history  of  the  case  : — Alice  Elizabeth 
B.,  aged  12,  was  admitted,  with  her  younger  sister  and  brother, 
into  University  College  Hospital,  on  February  10th,  1883. 
She  was  quite  healthy  until  she  was  between  twelve  and 
eighteen  months  old,  when  the  disease  commenced,  without 
any  previous  symptoms,  with  freckle-like  pigment  spots,  which 
appeared  simultaneously  upon  the  face,  the  neck,  the  back  of 
the  forearms,  the  arms,  and  the  legs  below  the  knees  :  in  short, 
occupying  the  same  areas  as  on  admission  into  the  Hospital,  for, 
though  the  spots  have  increased  in  number  and  other  lesions 
have  appeared,  the  father  does  not  think  the  disease  has 
spread  at  all  from  the  commencement.  The  father  believes 
that  the  disease  commenced  in  the  spring  or  summer,  because 
the  spots  were  thought  to  be  sun  freckles.  Up  to  the  age  of 
six  years  no  alteration  was  noticed,  except  that  the  lentiginous 
spots  became  more  numerous,  larger,  and  many  of  them  deeper 
in  colour,  but  at  the  age  of  six,  ulcers  appeared  on  the  right 
cheek  and  nose. 

On  admission  to  the  Hospital,  the  patient  was  found  to  be 
moderately  well  nourished,  and  in  fairly  good  general  health, 
and  not  suffering  much  pain.  The  pigmentary  part  of  the 
disease  involved  the  whole  of  the  face,  the  ears,  and  neck, 
terminating  on  the  forehead  where  the  hair  begins  in  front, 
but  in  the  temporal  region  they  extended  in  a  minor  degree 
back  into  the  hair  as  far  as  a  line  drawn  from  the  insertion  of 
the  ear.  The  scalp,  however,  was  for  the  most  part  covered 
with  small  dirty  brown  scales ;  below,  it  extended  to  the  level 
of  the  second  rib  in  front  to  the  outer  third  of  the  clavicle  at 
the  sides,  and  behind  to  the  level  of  the  fourth  dorsal  vertebra ; 
it  did  not  terminate  abruptly,  the  pigment  spots  becoming 
gradually  more  sparse  below  the  level  of  the  clavicles.  It 
occupied  the  whole  extensor  surface  of  the  fingers,  the  hands, 
forearms,  and  arms  as  high  as  the  insertion  of  the  deltoid,  but  the 
nails  were  unaffected.  On  the  flexor  aspect  the  whole  palmar 
surface  was  quite  free,  but  that  of  the  forearm  was  thickly 
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covered,  more  on  the  radial  than  the  ulnar  side,  while  it 
terminated  abruptly  at  the  wrist. 

The  inner  aspect  of  the  upper  arm  was  nearly  free,  the 
affected  areas  being  marked  out  by  a  line  drawn  from  the 
lowest  point  of  insertion  of  the  deltoid  to  each  condyle  of  the 
humerus.  On  the  legs,  the  disease  extended  from  the  tubercle 
of  the  tibia  to  three  inches  above  the  ankle  in  front,  and  to  a 
corresponding  level  on  the  calf,  but  laterally  it  went  up  to  the 
level  of  the  upper  border  of  the  patella  on  the  outer  side. 

The  affected  areas  were  quite  symmetrical,  and  the  skin 
of  all  parts  of  the  body  not  mentioned  was  perfectly  normal ; 
the  red  part  of  the  lips  and  adjacent  mucous  membrane  was 
white,  mottled  with  red  streaks.  The  tongue  and  rest  of  the 
oral  mucous  membrane  were  free.  The  right  eye  had  a  vascular 
pterygium  extending  from  the  inner  angle  to  the  cornea.  The 
pigmentation  varied  in  intensity,  being  most  marked  on  the 
neck,  face,  and  extensor  surface  of  the  forearms,  while  the  legs 
were  only  slightly  affected. 

The  lesions  present  were  of  multiform  character,  consisting 
of : — 

1.  Pigmented  spots,  from  a  pin’s  head  to  an  inch  in 
diameter,  many  of  the  smaller  being  rounded  and  like  ordinary 
freckles,  but  the  larger  ones  were  irregular  from  aggregation. 
They  varied  in  colour,  from  a  light  raw  umber  to  a  deep  sepia, 
the  large  spots  being  the  darkest ;  they  were  most  abundant 
on  the  forearms  and  neck. 

2.  Scattered  amongst  these  lentigines  were  white  atrophic 
spots,  about  an  eighth  of  an  inch  in  diameter.  In  many  parts 
they  were  scarcely  noticeable,  but  in  the  upper  part  of  the 
cheeks  and  in  the  infra-orbital  regions  they  were  aggregated 
into  larger  areas,  in  which  the  skin  was  very  white,  very 
smooth,  and  had  a  cicatricial  aspect,  covered  with  thin  layers 
of  readily  peeling  epithelium.  There  was  actual  contraction  of 
the  skin,  producing  ectropion  of  the  lower  lid,  which  was 
denuded  of  lashes ;  the  mouth  also  was  habitually  open, 
though  the  lips  could  be  closed.  There  was  also  marked 
cicatricial  contraction  of  the  nose,  dilating  the  nostrils  and 
making  them  appear  round. 

3.  Telangiectases  existed  as  spots  slightly  raised  above  the 
surface  in  the  white  atrophied  skin ;  they  were  from  a  pin’s 
point  to  a  third  of  an  inch  in  size,  of  a  bright  crimson  colour, 
and  with  a  lens  they  could  be  seen  to  consist  of  small  dilated 
vessels  ;  they  were  not  numerous,  but  conspicuous  by  contrast 
with  the  white  skin.  More  abundant,  but  less  noticeable  were 
fainter  tufts  of  dilated  capillaries. 

4.  Superficial  ulcers,  covered  with  thick  yellowish  crusts, 
were  abundant  upon  the  nose,  and  there  were  a  few  on  the  right 
cheek,  but  only  two  on  the  left.  There  was  one  as  large  as  a 
shilling  on  the  lower  lip ;  when  the  crusts  were  removed  the 
floor  of  the  sore  was  slightly  above  the  surface  of  the  sur¬ 
rounding  skin  in  some  of  them,  and  below  it  in  others. 


5.  Three  tumours  were  present  on  the  right  side  of  the 
face ;  the  largest  began  a  year  ago,  on  the  tragus,  as  a  little 
black  lump.  It  grew  slowly,  preserving  its  colour,  and  when 
it  was  about  the  size  of  the  end  of  a  finger  it  began  to  ulcerate, 
six  months  from  the  time  it  was  first  noticed.  At  the  time 
when  the  drawing  was  taken  it  formed  a  flattened  spheroidal 
fungating  mass,  four  inches  in  diameter,  and  projecting  an 
inch  and  a  half  above  the  surface  ;  it  covered  almost  the  whole 
of  the  right  ear,  and  was  constantly  exuding  a  sanious  fluid. 
This  was  the  tumour  which  has  been  selected  to  illustrate  a 
papilloma.  A  second  tumour,  an  inch  and  a  half  long  and  one 
inch  wide,  extended  diagonally  from  the  right  malar  eminence 
to  the  upper  lip ;  it  was  evidently  made  up  of  two  tumours 
fused  together.  There  was  a  third  growth,  an  inch  in 
diameter,  on  the  right  side  of  the  chin.  The  smaller  tumours 
were  covered  with  black  crusts  of  dried  exudation.  All  of 
them  were  tender,  but  were  not  often  spontaneously  painful ; 
there  were  no  glandular  enlargements. 

6.  There  were  numerous  small  flat  warts  springing  from 
the  pigment  spots,  more  easily  felt  than  seen.  They  were 
most  abundant  about  the  face  and  arms,  and  some  of  them 
closely  resembled  small  pigmented  senile  warts.  Although 
insignificant  in  appearance,  they  are  often  the  starting  point 
of  papillomatous  and  epitheliomatous  growth.  All  the  viscera 


were  healthy,  and  the  functions  duly  performed.  The  tumours 
were  removed  by  my  colleague,  Mr.  Marcus  Beck,  together 
with  two  glands  beneath  the  large  tumour,  while  the  indolent 
ulcers  were  scraped  with  a  sharp  spoon.  The  large  tumour 
was  extremely  friable,  was  growing  rapidly,  and  sprang  from 
a  comparatively  narrow  pedicle,  about  an  inch  in  diameter  in 
front  of  the  ear :  it  did  not  implicate  any  of  the  skin  beyond 
the  pedicle,  and  appeared  to  start  in  subcutaneous  tissue. 

When  examined  microscopically  it  proved  to  be  a  simple 
papillomatous  growth  made  up  of  elongated  cylinders,  bordered 
with  oval  or  cylindrical  epithelium  enclosing  smaller  epithelial 
cells  but  very  little  fibrous  stroma.  The  girl  has  been  several 
years  under  observation  since  this,  and  up  to  the  present  time 
(1895)  there  has  been  no  recurrence.  The  smaller  tumours 
were  of  similar  structure,  and  their  innocent  character  has 
been  shown  by  the  fact  that,  while  no  attempt  was  made  to 
go  beyond  their  base  in  cutting  them  off,  they  likewise  have 
not  recurred.  Had  they  been  left,  however,  there  can  be  little 
doubt  that  they  would  have  lost  their  benign  character  and 
would  have  become  epitheliomatous,  as  has  so  frequently 
happened  in  other  similar  cases.  All  papillomatous  growths 
require  watching,  especially  in  elderly  people,  and  any  sign  of 
activity  in  them  should  be  the  signal  for  their  complete 
removal. 


PLATE  LX XV. 


PAPILLOMA  WITH  XERODERMA  PIGMENTOSUM 


RODENT  ULCER  EPITHELIOMA,  &C. 


j^)ODENT  ULCER  may  be  defined  as  an  epithelioma  com¬ 
mencing  in  the  appendages  of  the  skin,  and  the  rete 
Malpighii  therefore  is  unaffected,  except  perhaps  as  an 
occasional  complication  in  the  later  stage.  The  disease  chiefly 
occurs  in  middle-aged  and  elderly  people,  but  it  may 
occasionally  be  seen  under  twenty.  The  favourite  situations 
are  the  orbits  or  sides  of  the  nose,  or  any  portion  of  the 
upper  two  thirds  of  the  face  ;  occasionally  also  on  the  scalp, 
neck,  and  other  parts.  It  usually  begins  as  a  soft,  flat-topped, 
or  indented  nodule,  often  miscalled  a  wart ;  but  the  surface 
is  smooth,  there  is  no  epidermic  thickening,  and  the  colour 
is  brownish  red,  often  with  dilated  vessels  coursing  over  it, 
and  although  moderately  firm  in  consistence,  it  lacks  the  horny 
hardness  of  a  wart.  After  remaining  perhaps  unchanged  for 
months  or  even  years,  it  begins  to  break  down  in  the  centre, 
while  spreading  at  the  periphery,  and  thus  an  ulcer  is  formed 
with  a  raised  and  rolled  edge  which  is  very  characteristic. 
When  once  ulceration  has  commenced  the  disease  spreads 
slowly  but  surely,  both  laterally  and  perhaps  vertically;  in 
the  latter  case  eating  through  both  soft  and  hard  tissues, 
but  without  involving  the  neighbouring  lymphatic  glands. 
The  course  is  slow  and  sometimes  intermittent,  and  occasionally 
it  may  even  heal  over  for  a  time,  but  sooner  or  later  it 
resumes  its  destructive  course.  In  contrast  with  ordinary 
forms  of  epithelioma,  except  at  the  early  or  nodular  stage, 
the  amount  of  new  growth  is  small  in  proportion  to  the 
destruction  it  produces.  In  one  rather  rare  form  there  is  no 
apparent  growth,  but  only  a  superficial,  sharply-defined, 
spreading  ulceration,  as  if  a  portion  of  skin  had  been  cleanly 
punched  out.  The  chief  stages,  varieties  and  complications 
are  illustrated  in  the  Plate. 

Figure  1  shows  the  nodular  or  so-called  wart  stage  of 
the  growth  on  the  end  of  the  nose.  The  patient,  Mr.  D., 
aged  74,  stated  that  for  many  years  he  had  had  a  dilated 
vein  at  the  end  of  the  nose.  Under  advice  he  applied  to  it 
some  collodion  preparation,  and  soon  after  this  a  “  wart  ” 
formed,  and  when  seen  by  me  on  August  21st,  1890,  it  formed 
an  oval  tumour,  smooth  and  firm  to  the  touch,  roundish,  red 
in  colour,  and  somewhat  translucent,  with  dilated  vessels 
over  it.  It  was  excised  by  me  on  October  2nd,  and  healed 
in  a  fortnight,  and  has  not  recurred.  Between  the  time 
when  first  seen  and  the  operation,  the  collodion,  which 
evidently  had  irritated  it,  having  been  stopped,  the  tumour 
had  shrunk  a  little  and  was  less  tense  and  inflamed, 
and  it  was  in  this  condition  that  the  drawing  was 
taken. 

Figure  2  represents  what  may  be  called  a  typical  Rodent 
Ulcer.  The  patient,  Miss  E.,  aged  70,  was  first  seen  by  me 

on  February  26th,  1887.  Eleven  years  ago  her  face  was 
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struck  by  a  woman's  head  and  bled  freely ;  in  less  than 
three  months  afterwards  a  wart  appeared,  the  nose  having 
never  been  well  since  the  blow.  Five  years  ago  the  patient, 
who  was  blind,  struck  her  nose  against  the  door  and  broke 
the  growth,  which  has  never  healed  since,  and  six  weeks  ago 
she  had  another  blow.  When  left  uncovered  a  scab  formed 
in  the  centre,  which  came  off  whilst  washing,  and  left  a  raw 
surface  with  an  irregular  floor,  with  the  inner  edge  of  the 
border  slightly  sinuous  but  not  undermined.  The  ulcer  was 
surrounded  by  the  characteristic  rolled  edge,  raised  abruptly 
from  the  surrounding  surface,  with  a  brownish  red  tint,  and 
dilated  vessels  coursing  over  it.  The  patient  declined  an 
operation,  so  diluted  boric  acid  ointment  was  ordered  as  a 
soothing  antiseptic,  with  a  view  of  protecting  it  from  external 
irritation ;  this  being  all  that  is  advisable,  unless  a  radical 
cure  can  be  carried  out. 

Figure  3  represents  a  very  extensive  rodent  ulcer,  of 
which  the  greater  part  was  superficial  while  near  the  orbit 
it  was  deeper. 

The  patient,  John  L.,  was  aged  62.  He  had  noticed  a 
sore  on  the  left  temple  about  the  size  of  a  farthing  for  ten 
years.  After  it  had  existed  for  about  three  months  a  doctor 
applied  nitrate  of  silver  freely  ;  erysipelas  followed,  and  he 
was  ill  for  three  months.  It  all  healed  up  in  the  centre, 
and  remained  sound  for  twelve  months,  when  he  struck  his 
left  eye,  and  it  then  broke  down  again  and  he  then  attended 
Middlesex  Hospital  under  Dr.  Liveing.  It  remained  healed 
in  the  centre  for  another  year,  and  then  it  extended  over 
the  forehead  as  a  scabbed,  raw  place,  and  while  it  healed 
gradually  in  the  centre  under  zinc  lotion,  it  continually 
spread  at  the  margin.  He  continued  to  attend  at  the 
Middlesex  Hospital  off  and  on  up  to  two  years  ago,  when 
a  pimple  appeared  on  the  eyebrow,  which  enlarged  to  the 
size  of  a  threepenny  piece,  and  then  began  to  ulcerate  and 
spread.  In  May  1887  it  was  scraped  by  Mr.  Henry  Morris ; 
erysipelas  followed,  and  he  was  ill  for  some  months,  but 
nothing  more  was  done  to  the  left  orbit,  and  it  gradually 
assumed  its  present  condition.  The  lesion  present  when  the 
drawing  was  taken  was  an  extensive,  thin,  cicatricial  area, 
the  margin  of  which  was  slightly  raised,  pale  red,  and  ex¬ 
coriated  at  the  upper  portion  of  the  right  side  and  at  the 
margin  of  the  hair.  There  was  deep  ulceration  on  the  left 
orbit,  sharply  defined  at  the  border,  with  a  deep  sulcus  at 
the  angle  of  the  orbit  and  upper  lid ;  the  latter  was  swollen, 
red,  and  ulcerated,  and  separated  by  its  sulcus,  so  that  it 
almost  covered  the  eye  and  left  only  a  narrow  chink  between 
the  upper  and  lower  lids.  There  was  some  aching  at  times 
in  the  left  orbit,  but  no  severe  pain.  LTnfortunately,  though 
his  general  health  was  good,  he  was  quite  blind  in  the  right 
eye  from  congenital  cataract. 


Figure  4  represents  an  epithelioma  developing  upon  a 
rodent  ulcer,  and  is  the  condition  to  .which  Mr.  Hutchinson 
has  given  the  name  of  Crateriform  Ulcer.  The  patient, 
Harriet  B.,  aged  42,  was  under  Mr.  Christopher  Heath’s  care 
in  October  1887.  Her  general  health  had  been  good,  and 
there  had  been  no  evidence  of  syphilis. 

Four  and  a  half  years  previously  a  pimple  had  appeared 
on  the  ridge  of  the  nose ;  it  gradually  extended,  but  did  not 
ulcerate  until  two  years  later,  and  the  exuberant  growth  at 
the  edge  depicted  in  the  drawing  had,  when  she  came  under 
observation,  only  developed  for  six  months,  and  was  extending 
laterally  at  a  more  rapid  rate  than  the  original  ulcer.  When 
I  saw  her  the  ulcer  was  one  and  a  half  inches  long  by 
one  and  a  quarter  broad,  being  as  a  whole  about  the  size 
of  half  a  crown.  The  centre  was  depressed,  and  covered  with 
a  dry  scab  of  a  greyish  colour,  like  mildew.  The  border  was 
crenated,  with  an  exuberant  vascular  semi-translucent  growth 
with  dilated  vessels  crossing  over  the  raised  edge.  The  whole 
growth  was  excised  by  Mr.  Heath,  who  kindly  allowed  me 
to  have  this  drawing  made. 

Figure  5  represents  an  early  epithelioma  of  the  inner 
canthus,  which  so  exactly  presented  the  appearance  of  a 
rodent  ulcer  that  it  was  universally  diagnosed  as  such  by  all 
the  members  of  the  Dermatological  Society.  On  removal, 
however,  the  microscope  showed  that  it  possessed  a  typically 
epitheliomatous  structure.  It  was  scraped  away  by  Mr. 
Christopher  Heath,  but  rapidly  recurred,  and  was  subsequently 
twice  removed  at  the  Middlesex  Hospital.  The  patient  was 
an  apparently  healthy  woman,  cet.  30,  in  domestic  service,  and 
the  growth  had  been  developing  for  over  three  months ;  there 
was  some  suspicion  that  it  might  have  developed  from  an 
ordinary  wart,  of  which  she  had  several  on  her  right  wrist. 
There  was  no  history  of  cancer  in  the  family.  This  case  is 
depicted  to  illustrate  that  in  a  few  cases  it  is  impossible  to  make 
the  diagnosis  between  a  rodent  ulcer  and  an  ordinary  epithelioma 
until  a  microscopical  examination  of  the  growth  has  been  made. 

Figure  6  represents  another  phase  of  Epithelioma  on 
Rodent  Ulcer. 

William  B.,  cet.  56,  brassfinisher,  came  to  me  on  April 
4th,  1891.  Fourteen  years  previously  he  had  a  “black 
grub  ”  on  the  left  nostril  which  he  squeezed  out ;  it 
never  got  well  but  formed  a  place  with  a  black  dot,  and 
remained  so  seven  or  eight  years  or  more.  About  three 
years  ago  it  formed  a  little  hard  lump,  and  after  about  a 
month  it  began  to  get  raw,  and  had  been  spreading  ever 
since.  When  I  saw  him  there  was  a  fungating  ulcer  on  the 
left  cheek  and  nose,  enclosing  a  cicatricial  area  on  the  cheek 
and  end  of  the  nose.  He  denied  having  had  syphilis. 
Immediate  removal  was  recommended,  but  he  refused 
operation.  A  year  later,  March  1892,  he  was  admitted 
into  University  College  Hospital  under  Mr.  Beck.  The 
growth  had  extended  somewhat  in  all  directions,  but  the 
healing  process  had  also  extended  so  that  there  was  a  larger 
cicatricial  centre  and  the  fungating  portion  was  narrower. 
Although  there  was  no  specific  history,  he  was  put  on  iodide 
of  potassium,  and  so  much  of  the  growth  healed  that  some 
doubt  was  thrown  upon  the  diagnosis,  but  a  small  portion 
was  excised,  and  microscopical  examination  showed  typical 
epitheliomatous  structure.  Mr.  Beck  therefore  removed  the 
whole  growth  in  two  operations. 

Figure  7  represents  a  typical  Epithelioma  of  the  Lip. 

John  S.,  cet.  44,  cemetery  superintendent,  came  to  the 


Out-patient  Department  of  University  College  Hospital  on 
April  8th,  with  a  typical  epithelioma  of  the  lower  lip,  and 
was  admitted  on  April  11th.  He  was  not  a  smoker,  his 
teeth  were  sound,  and  he  had  not  had  syphilis,  nor  had  he 
irritated  his  lip  in  any  way  that  he  was  aware  of.  Eight 
months  previously  his  lips  were  sore  from  a  crack  in  the 
centre,  which  gradually  got  wider,  and  about  four  months 
ago  he  consulted  a  doctor,  who,  after  milder  treatment, 
painted  it  with  caustic,  and  it  continued  to  spread  until 
he  came  to  the  hospital.  He  had  not  had  any  particular 
pain,  except  a  slight  smarting  and  discomfort  when  eating. 
When  first  seen  there  was  a  black  scab  in  the  centre  of  the 
ulcer,  and  the  edge  was  very  indurated.  There  were  no  en¬ 
larged  glands.  The  growth  was  excised  by  Mr.  Pollard  by 
the  usual  V-shaped  incision,  and  healed  in  a  week. 

Figure  8  represents  Paget’s  Disease,  another  form  of 
malignant  growth,  resembling  in  its  structure  in  many  respects 
the  two  preceding  varieties.  Its  exact  nosological  position 
being  still  open  to  discussion,  it  is  by  common  consent  called 
after  Sir  James  Paget,  who  first  described  the  disease  as  it 
affects  the  nipple,  to  which  the  disease  was  thought  to  be 
exclusively  confined,  until  this  case  was  published  in  Volume 
XL.  of  the  Pathological  Society’s  Transactions.  Paget  him¬ 
self  called  the  disease  as  seen  in  the  early  stage  “  Eczema 
of  the  Nipple,”  and  an  example  of  this  is  given  in  Plate  IX., 
but  even  at  an  early  stage  the  disease  is  clearly  not  a  simple 
eczematous  inflammation. 

The  patient  whose  case  is  represented  on  Figure  8 
was  named  James  D.,  a  whitesmith,  aged  60,  who  attended 
University  College  Hospital  first  as  an  out-patient  in  April 
1887.  On  the  front  and  left  side  of  the  scrotum  and  on  the 
contiguous  under  surface  of  the  penis  there  was  an  oozing, 
well-defined  area  of  superficial  ulceration.  At  first  sight  it 
was  something  like  an  eczema,  but  the  lesion  was  deej)er 
and  more  sharply  defined  than  would  be  expected  in  that 
disease,  and  although  there  was  no  corroborative  evidence, 
specific  treatment  was  therefore  tried  thoroughly,  but  without 
any  good  effect.  Various  non-specific  remedies  in  the  shape 
of  powders,  lotions,  and  ointments  were  also  tried,  but  without 
the  slightest  real  benefit ;  the  diseased  area  gradually  extended, 
especially  on  the  left  side. 

As  the  removal  of  the  dressing  was  a  long  and  painful 
process,  a  complete  examination  of  the  disease  was  not  made 
at  each  visit,  but  at  the  end  of  November  two  small  nodules 
were  observed  in  the  excoriated  area,  which  at  once  suggested 
the  malignant  nature  of  the  affection,  and  he  was  admitted 
as  an  in-patient  for  the  removal  of  it. 

At  that  time  the  lesion  extended  over  nearly  the  whole 
of  the  left  half  of  the  scrotum,  except  the  posterior  surface ; 
above,  it  reached  up  to  the  pubes  on  the  inside,  over  the 

whole  part  adjacent  to  the  thigh,  and  in  front,  as  far  as 

could  be  seen  without  raising  the  scrotum. 

On  the  right  side,  it  formed  only  a  patch,  separated  below 
by  sound  skin  from  the  affected  left  side,  but  joined  to  it 

above,  where  the  penis  and  scrotum  were  in  contact,  the 

skin  of  nearly  the  whole  of  the  under  surface  of  the  penis 
being  also  involved. 

The  general  aspect  remained  the  same,  viz.,  a  superficially 
ulcerated,  easily  bleeding  surface,  with  well-defined  borders, 
and  here  and  there  pearly- white  islets,  in  which  the  epithelium 
had  escaped  destruction,  while  a  serous  discharge  was  con¬ 
stantly  oozing  from  it.  The  nodules  alluded  to  were  situated 
close  together  on  the  left  side  of  the  raphe.  The  lai'gest 


began  about  seven  weeks  previously,  and '  was  then  about 
half  an  inch  in  diameter,  with  a  shallow  fissure  on  its  upper 
border ;  it  was  firm  to  the  touch  and  covered  with  a  yellow 
secretion. 

The  more  recent  and  smaller  nodule  was  the  size  of  a 
large  pea,  and  possessed  similar  characters  to  the  other ; 
neither  these  nor  the  raw  surfaces  were  painful,  except  that 
the  latter  smarted  and  throbbed  when  first  dressed.  There 
were  no  enlarged  glands  in  the  neighbourhood.  The  patient 
was  a  healtliy-looking,  well-nourished  man,  and  but  for  this 
affection  had  nothing  to  complain  of.  There  was  nothing  in 
his  occupation  or  habits  which  suggested  a  predisposing  or 
exciting  cause,  and  he  himself  stated  that  it  began  spon¬ 
taneously  in  the  summer  of  1886  as  a  raw  surface  at  the  root 
of  the  penis  and  adjacent  scrotum. 

He  was  treated  in  vain  by  several  doctors,  and  also 


attended  at  the  Lock  Hospital,  where  he  was  sent  on  to 
University  College  Hospital. 

Prior  to  operative  interference  the  man  was  shown  to 
the  Dermatological  Society,  where  its  similarity  to  Paget’s 
disease  was  admitted  by  several  of  the  members,  and  sub¬ 
sequently  Sir  James  Paget  kindly  consented  to  see  him, 
and  concurred  in  its  being  analogous  to  the  nipple  disease 
identified  with  his  name,  and  he  recommended  the  removal 
of  the  whole  of  the  diseased  area.  This  was  carried  into  effect 
on  December  20th  by  my  colleague,  Mr.  Godlee,  and  although, 
owing  to  the  large  surface,  the  process  of  healing  occupied 
some  time,  by  February  6th  it  was  so  nearly  accomplished 
that  he  was  made  an  out-patient  again  until  healing  was 
completed.  I  saw  him  in  July,  when  the  cicatrix  still 
remained  sound,  and  the  man  gratefully  expressed  himself 
as  quite  well. 


PLATE  LXXVI 


ODENT  ULCER  &  EPITHELIOMA. 


SARCOMA  CUTIS. 


j^jARCOMA  of  the  skin  is  generally  secondary  to  growths  in 
other  parts  of  the  body.  It  may,  however,  occasionally  be 
primary  and  either  pigmented  or  non-pigmented.  When  primary 
in  the  skin  there  is  not  only  a  tendency  to  multiply  on  the  skin 
itself,  but  also  to  implicate  glands  and  internal  organs,  and 
lead  to  a  fatal  result.  The  present  plate  illustrates  the  two 
most  common  forms  of  Sarcoma  Cutis. 

Figure  1  represents  a  case  of  Secondary  Sarcoma  of  the 
skin,  the  primary  growth  having  been  situated  in  the  anterior 
mediastinum. 

The  patient  was  a  plasterer,  aged  40,  admitted  into  Univer¬ 
sity  College  Hospital  on  October  1st,  1890,  under  my  colleague, 
Dr.  Ringer,  who  kindly  allowed  me  to  have  this  drawing  taken. 
The  man  had  been  ill  for  eighteen  months  with  attacks 
of  dyspnoea  and  cyanosis.  On  admission,  he  had  a  large 
tumour,  which  produced  bulging  of  the  upper  part  of  the 
thorax  for  4  inches  vertically  and  6  inches  transversely,  with 
great  wasting  of  the  muscles  and  brawny  oedema  and  cyanosis 
of  the  feet  and  legs.  About  two  months  before  the  drawing 
was  taken  the  secondary  growths  there  shown  began  to  appear, 
and  had  rapidly  developed  with  the  masses  of  glands  in  the 
axillae.  No  cause  for  the  original  growth  was  suggested  by  the 
patient’s  history.  The  left  pleura  was  tapped  on  the  day  of 
admission,  and  63  ounces  of  albuminous  fluid  drawn  off,  which 
gave  him  much  relief.  On  October  the  5th  he  had  again  to  be 
tapped,  and  60  ounces  of  fluid  were  withdrawn.  On  October 
16th  it  was  noted  that  the  skin  tumours  were  enlarging 
and  increasing  in  number;  the  largest  was  scaly.  This 
increased  development  continued,  and  after  repeated  tappings 
he  died  on  November  29th. 

At  the  'post-mortem  examination  a  large  growth  was  found 
involving  the  pericardium,  heart,  and  the  anterior  bronchial 
glands,  from  which  the  growths  took  their  origin,  and  spread 
along  to  the  heart.  The  inferior  vena  cava  was  not  obstructed 
though  it  ran  through  the  tumour,  but  the  superior  was  nearly 
obliterated  by  it.  The  aorta  and  the  left  bronchus  were  also 
pressed  upon.  There  were  miliary  growths  in  the  spleen,  and 
large  ones  in  the  liver.  The  glands  in  the  lower  part  of  the 
diaphragm  were  enlarged.  Microscopical  examination  of  the 
original  tumour  showed  it  to  be  a  round-celled  sarcoma. 

Melanotic  Sarcoma  is  the  most  common  form  of  sarcoma  of 
the  skin,  and  usually  starts  from  a  pigmented  mole  on  the 
choroid  coat  of  the  eye,  but  the  back  and  sides  of  the  hand  and 
feet  and  the  genitalia  are  common  positions  for  the  primary 
growth.  On  the  foot,  the  most  common  starting  point  is  on 
the  under  surface  of  the  heel,  probably  from  the  greater  liabi¬ 
lity  of  the  sole  in  this  position  to  meet  with  injury  from  a  nail 
in  the  boot  or  similar  source  of  irritation.  The  case  illustrated 
in  Figure  2  is  a  good  example  of  an  average  case,  but  with  a 
rather  short  course. 

Mrs.  K.,  aged  58,  noticed  in  June  1886  a  blister  on  the 
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outer  side  of  the  right  foot,  just  below  the  external  malleolus. 
This  led  to  the  formation  of  an  ulcer,  from  which  a  firm  funga¬ 
ting,  projecting  tumour  of  annular  form,  of  about  the  size  of  a 
crown  piece,  gradually  developed.  It  was  of  a  dark  colour,  and 
there  were  one  or  two  black  spots  on  the  skin  at  the  margin  of 
the  tumour.  The  growth  and  spots  were  removed  by  Mr. 
Walter  Rivington  on  November  30th,  1886.  Eight  days 
after  the  operation  some  hemp  seed-sized  melanotic  growths 
were  noticed  on  the  outer  side  of  the  lower  third  of  the  thigh. 
Within  less  than  a  fortnight  after  the  operation  black  spots 
developed  near  the  wound,  and  from  that  time  one  or  more 
tumours  developed  every  day,  though  the  wound  healed 
soundly  and  without  any  trouble  in  five  or  six  weeks.  When 
I  saw  her  on  February  7th,  1887,  the  site  of  the  operation  was 
quite  covered  with  the  growths  which  had  coalesced  into  a 
lobulated  mass,  which  was  beginning  to  ulcerate,  while  in  the 
neighbourhood  were  numerous  discrete  growths  in  all  stages  of 
development.  The  principal  positions  besides  the  original  one, 
were  on  the  outer  side  of  the  thigh  where  they  were  first  seen, 
and  had  coalesced  into  a  large  lobulated  mass,  beginning  to 
break  down  at  the  surface,  with  an  enormous  number  of  out¬ 
lying  tumours  in  the  neighbourhood ;  on  the  inner  side  of  the 
thigh,  but  a  little  higher  up  there  were  many  scores  of  tumours 
of  all  sizes,  but  nearly  all  of  them  discrete,  only  two  or  three  at 
the  most  having  coalesced.  There  was  a  small  tumour  of  slow 
growth  on  the  vertex  of  the  scalp  to  the  left  of  the  median  line, 
and  there  was  another  just  beginning  to  the  right  of  it.  There 
was  one  under  the  right  scapula,  one  under  the  right  clavicle, 
and  two  or  three  more  on  the  chest,  but  with  the  exception  of 
the  one  on  the  vertex,  they  were  all  restricted  to  the  right  side, 
and  the  great  bulk  of  them  were  on  the  right  lower  limb  ;  the 
lymphatic  glands  were  not  enlarged  in  the  groin  or  elsewhere. 
The  isolated  tumours  were  from  a  sixteenth  to  half  an  inch  in 
diameter,  always  round,  and  with  one  exception  sessile,  flatly 
convex  in  shape,  firm  to  the  touch,  and  perfectly  painless ;  in 
their  earliest  stage  they  were  of  a  mulberry-red  colour,  but  in 
a  day  or  two  began  to  get  black,  first  in  streaks  and  then 
uniformly,  until  they  resembled  in  colour  a  shining  black  Ham¬ 
burg  grape.  One  tumour  the  size  of  a  large  pea  was  still  red, 
and  with  a  lens  showed  red  spots  closely  set  on  the  surface. 
The  patient  was  a  publican’s  wife,  rather  thin  and  sallow,  but 
not  cachectic ;  she  had  been  very  healthy  all  her  life,  was  not 
a  drinker,  had  had  no  eye  trouble  except  an  old  leucoma  from 
injury,  and  rheumatism  was  her  only  trouble ;  one  sister  and 
an  aunt  had  died  of  cancer.  Hypodermic  injections  of  arsenic 
were  given  for  a  short  time,  and  the  tumours  ceased  growth 
and  development,  but  toxic  symptoms  from  the  arsenic  having 
shown  themselves  to  a  slight  extent,  the  injections  were  discon¬ 
tinued.  The  tumours  again  began  to  multiply,  involved  the 
liver  and  other  viscera,  accompanied  with  great  pain  in  the 
hepatic  region  and  vomiting,  and  she  died  comatose  on  March 
15th,  1887. 


PLATE  LXXVII 


■1. 


MYCOSIS  FUNGOIDES. 


Synonym :  GRANULOMA  FUNGOIDES. 


rnHIS  is  a  rare  but  important  disease,  in  which  tumours 

of  a  granulomatous  structure  develop  and  fungate,  and 
lead  sooner  or  later  to  a  fatal  termination. 

There  are  two  classes  of  cases,  those  in  which  there  is 
a  generalised  dermatitis  antecedent  to  the  development  of 
tumours,  and  secondly,  cases  in  which  the  development  of 
tumours  is  the  first  intimation  of  the  presence  of  the  disease. 
The  second  form  is  less  common  than  the  first. 

The  form  of  dermatitis  is  variable,  and  not  often  diagnostic 
of  itself.  The  eruption  is  widespread,  and  may  be  universal. 
Burning  and  itching  is  a  marked  feature  in  most  cases.  There 
is  usually  sooner  or  later  considerable  infiltration  of  the  skin. 

In  some  cases  the  initial  eruption  is  indistinguishable 
from  an  eczema,  either  dry  and  scaly,  or  discharging  in  some 
regions,  or  it  may  begin  as  a  pityriasis  rubra,  an  erythema  or 
urticarial-like  eruption,  but  of  a  red  colour,  with  paler  centre, 
with  or  without  itching,  and  firm  to  the  touch,  or  there  may 
be  erythematous  discs  only.  These  erythematous  forms  extend, 
coalesce,  thicken,  and  acquire  a  brownish  tint,  suggestive  of 
leprosy.  Or  again,  the  eruption  may  be  papular  and  sug¬ 
gestive  of  lichen  planus  or  acuminatus. 

In  the  lymphodermia  perniciosa  form  recurrent  attacks  of 
lymphangitis,  often  indistinguishable  from  erysipelas,  appear, 
and  the  whole  skin  becomes  deep  red  and  infiltrated,  and  from 
the  overgrowth  of  connective  tissue,  may  be  thrown  into  folds, 
which  at  first  on  the  forehead,  suggests  the  leonine  appearance 
of  leprosy,  but  ultimately  as  the  folds  increase  produce 
grotesque  and  hideous  deformity  of  the  features. 

These  eruptions  constitute  what  has  been  called  the 
premycosic  period,  and  may  continue  for  months  or  even  years 
before  the  tumours  appear. 

The  second  stage  is  marked  by  the  appearance  of  tumours. 
They  are  of  a  bright,  deep  brownish  or  bluish  red,  sometimes  of 
a  paler  tint,  roundish  or  oval  or  horseshoe-shaped,  slightly 
elevated  at  first,  but  may  later  project  considerably,  and  even  be 
slightly  pedunculate.  Their  growth  may  be  slow  or  rapid,  but 
ultimately  the  surface  is  broken,  and  they  ulcerate,  suppurate, 
fungate,  and  discharge  copiously ;  either  in  the  early  or  late 
stage  they  may  be  involute  or  slough,  and  so  disappear  or  may 
continue  to  grow  and  throw  out  excrescences.  They  may  be 
few  for  some  time,  but  tend  to  multiply  and  induce  a  fatal 
cachexia,  with  emaciation  and  secondary  complications,  but 
internal  organs  are  rarely  attacked  by  the  tumours. 

The  total  duration  of  this  form  varies  from  six  months  to 
many  years,  in  the  latter  case  the  premycosic  period  is  prolonged. 

In  the  cases  in  which  the  tumours  are  a  primary  feature, 
the  course  is  usually  rapid,  the  third  or  fungating  stage  is  soon 
reached,  and  the  tumours  are  usually  confined  to  one  region  of 
the  body,  death  occurring  in  from  two  months  to  two  years. 
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But  this  is  not  always  so,  and  I  have  known  a  case  in  which  a 
tumour  the  size  of  a  walnut  suddenly  appeared  on  the 
abdomen  of  a  healthy  man  who  had  had  influenza  five  months 
before.  An  eruption  of  erythematous  discs  appeared  soon 
afterwards,  but  only  lasted  two  weeks.  Tumours  from  a  bean 
to  a  cocoanut  in  size  appeared  subsequently  in  various  parts  of 
the  body,  many  of  which  sloughed  out  or  involuted.  He  lived 
for  four  and  a  half  years,  and  among  his  later  symptoms  were 
those  of  a  cerebral  tumour,  but  there  was  no  post-mortem 
examination.  He  had  a  temporary  respite  from  the  pro¬ 
gressive  character  of  the  disease  for  nearly  a  year  after  an 
attack  of  double  pneumonia. 

Practically  nothing  is  known  as  to  the  etiology  of  the 
affection,  except  that  it  seems  to  be  as  3  1  more  common  in 
males  than  females.  As  to  the  pathology  we  are  equally  in 
the  dark,  for  though  anatomically  the  tumours  have  the 
structure  of  a  granuloma,  repeated  examination  has  failed  to 
establish  the  presence  of  a  specific  microbe,  for  while  several 
observers  have  thought  that  they  have  hit  upon  the  right  one, 
others  have  had  negative  results.  A  priori  a  microbic  origin 
appears  probable. 

The  diagnosis  in  the  premycosic  stage  can  seldom  be  made 
with  certainty,  at  all  events  until  thickening  of  the  skin  occurs 
in  a  more  marked  degree  than  would  be  anticipated  from  the 
general  character  of  the  inflammation,  especially  if  it  is 
attended  with  itching,  pricking,  or  burning.  A  strong  sus¬ 
picion  of  the  nature  of  the  disease  may  be  formed  when  the 
eruption  begins  as  firm  persistent  erythematous  discs,  and  in 
those  which  go  on  to  lepra-like  infiltration  ;  but  the  eczema¬ 
tous  or  pityriasis  ru bra-like  cases  are  not  diagnosable,  and  it  is 
probable  that  many  cases  develop  on  a  simple  dermatitis,  and 
are  not  mycosis  fungoides  from  the  commencement. 

As  the  tumours  form,  the  diagnosis  becomes  more  easy, 
and  when  there  is  fungation,  quite  simple.  The  absence  of 
visceral  complications  are  distinguishing  features  from 
sarcoma  of  the  skin  when  the  disease  has  lasted  for  some  time, 
but  at  first  the  distinction  may  not  be  possible  unless  there 
has  been  antecedent  dermatitis.  The  rapid  disappearance  of 
tumours,  both  large  and  small,  is  a  common  feature  in  mycosis 
fungoides,  while  spontaneous  involution  is  rare  in  sarcoma  of 
the  skin. 

Hitherto  the  prognosis  has  been  absolutely  hopeless. 
Only  two  cases  have  hitherto  recovered — one  after  an  attack 
of  erysipelas,  and  my  own  case,  which  remained  nearly  well 
for  a  year  after  severe  double  pneumonia.  These  facts  suggest 
that  a  high  temperature  sufficiently  prolonged  may  be  antago¬ 
nistic  to  the  pathogenic  factor  of  mycosis  fungoides.  No 
treatment  by  drugs  has  been  of  any  avail,  but  thyroid  extract 
appeared  to  be  of  some  benefit  in  one  of  my  cases. 


In  both  the  figures  of  the  Plate  a  general  dermatitis  of 
the  skin  preceded  the  tumours  for  some  time. 

Figure  1  shows  the  arm  of  a  patient  who  was  under  the 
care  of  Dr.  Colcott  Fox,  by  whose  kind  permission  I  am 
making  use  of  the  drawing.  The  case  was  published  by  him 
in  the  British,  Medical  Journal  of  September  29th,  1894,  and 
the  following  notes  are  an  abstract  from  that  report : — 

C.  O.,  aged  50  years,  bricklayer’s  labourer,  a  man  of  fine 
physique,  was  first  seen  by  Dr.  Fox  at  the  Westminster 
Hospital  on  August  5th,  1891.  He  had  been  a  total  abstainer 
for  fifteen  years,  and  had  had  no  serious  illness  except  scarlet 
fever  and  smallpox.  The  eruption  for  which  he  sought  treat¬ 
ment  began  on  the  chest  four  years  previously,  as  brown  spots 
the  size  of  a  pea,  accompanied  by  great  itching ;  next  it  came 
on  the  hands,  and  afterwards  the  eruption  spread  over  the 
trunk,  face,  scalp,  and  limbs.  Somewhat  later,  the  legs  broke 
out  suddenly  with  a  watery  discharge,  followed  by  free 
desquamation.  The  disease  was  universal  within  six  months 
from  the  onset.  The  patient  attended  a  skin  hospital  on  and 
oft’  for  two  years,  and  the  skin  condition  during  that  time 
underwent  exacei'bations  and  remissions,  and  at  one  time  huge 
bullae  formed  on  the  trunk,  face,  and  limbs.  In  July  1890  he 
was  admitted  into  a  general  hospital  in  London,  and  obtained 
considerable  temporary  relief,  but  after  leaving  the  hospital 
gradually  relapsed  to  as  bad  a  state  as  ever. 

When  Dr.  Fox  first  saw  him,  the  eruption  was  quite 
universal ;  the  skin  being  universally  reddened,  much  thickened 
and  scaly,  attended  with  intolerable  itching,  and  consequent 
scratching  and  excoriations. 

On  stripping  him,  close  examination  showed  that  there 
were  tumours  present,  though  the  majority  were  small,  and 
more  perceptible  to  touch  than  sight,  as  they  were  covered  by 
the  scales.  They  had  existed,  his  wife  thought,  for  about  a 
year.  The  general  appearance  of  the  skin  was  that  of 
inveterate  scaly  eczema,  infiltrated  and  leathery  to  the  feel 
and  sight,  and  with  the  scales,  were  less  profuse  and  much 
smaller  than  those  of  pityriasis  rubra. 

There  was  moderate  enlargement  of  the  glands  of  the 
neck,  but  the  axillary  and  inguinal  glands  were  enormously 
enlarged. 

The  skin  over  the  breasts  was  densely  infiltrated,  and 
scattered  over  the  abdomen  were  a  large  number  of  livid  or 
violaceous  circumscribed  infiltrations,  from  a  finger  nail  in  size 
downwards.  Most  of  them  were  excoriated  and  not  very 
noticeable  in  the  thickened  skin.  There  was  a  violaceous 
indurated  patch,  the  size  of  a  shilling,  on  the  back  of  the  left 
shoulder,  and  many  others  smaller  scattered  over  the  back, 
and  many  of  them  to  be  felt,  not  seen.  A  few  similar  neo¬ 
plasms  were  present  on  the  upper  limbs,  most  marked  on  the 
left  side.  There  were  four  or  five  conspicuous  growths  about 
the  elbow,  one  the  size  of  a  nut,  two  with  steep  sides,  and 
diffuse,  and  flattened.  The  nails  were  striated,  grooved,  and 
dry.  There  were  a  vast  number  of  growths  on  the  lower 
limbs,  violaceous  or  brownish,  from  a  pin’s  head  to  a  split  pea. 
There  were  patches  of  weeping  eczema  on  the  legs,  and  ex¬ 
foliation  of  large  pieces  of  epidermis  of  the  feet.  His  general 
health  was  impaired,  but  not  to  any  marked  extent.  He  died  in 
the  Lambeth  Infirmary  at  Christmas  1892,  four  and  a  half  years 
from  the  onset  of  the  disease,  and  one  and  a  half  years  from  the 
first  appearance  of  tumours,  with  but  little  change  of  the  skin, 
except  some  increase  in  size  of  some  of  the  tumours. 
Oleaginous  antiseptic  applications  gave  some  relief  to  the 
otherwise  intolerable  itching,  but  no  good  was  observed  from 


internal  medication.  The  immediate  cause  of  death  was 
apoplexy  attributed  to  thrombosis,  but  no  post-mortem 
examination  was  obtainable.  Some  of  the  tumours  were 
examined  by  Dr.  Hebb  whilst  at  the  Westminster  Hospital, 
but  no  micro-organism  was  discovei’ed.  The  structure  of  the 
tumours  was  that  of  a  granuloma.  Dr.  Fox  considers  the 
occurrence  of  a  universal  premycosic  dermatitis  exceptional, 
but  it  was  also  present  in  the  following  case  depicted  in 
Figure  2,  which  represents  the  buttock  and  thigh  of  the 
patient  while  in  the  prone  position. 

Mr.  C.,  (tit.  47,  was  sent  to  me  by  Dr.  Stopford  Taylor  of 
Liverpool,  under  whose  care  he  had  been  for  three  years.  He 
had  been  subject  to  psoriasis  for  twenty  years ;  it  had  been 
continuous  for  seven  or  eight  years,  and  for  the  last  three  years 
he  had  been  as  bad  as  when  he  came  to  me.  When  I  saw  him 
first  on  June  15th,  1893,  the  eruption  was  continuous  all  over 
the  back  and  buttocks,  with  the  exception  of  a  few  white 
patches  of  healthy  skin.  Every  region  of  the  body  was  more 
or  less  affected,  but  the  right  patella  and  the  anterior  portion 
of  the  foot  and  toes  were  free,  nearly  the  whole  of  the  back 
of  the  hand,  fingers,  and  palms,  were  also  free,  the  disease  only 
commencing  at  the  wrist ;  portions  of  the  face  and  genitalia 
were  also  free,  but  the  disease  was  still  spreading  and  the 
face  had  only  been  affected  for  the  last  three  months.  Only 
the  hollow  of  the  soles  was  involved  and  the  scales  were  not 
large  at  any  time,  except  on  the  scalp,  but  he  shed  about 
half-a-pint  every  night  when  undressing.  The  general  aspect 
was  that  of  a  pityriasis  rubra,  but  with  only  moderate  sized 
scales,  and  the  ground  colour  was  of  a  vivid  red  colour.  The 
tongue  was  red  but  not  raw  looking,  and  the  hair  was  not 
very  thin,  nor  the  scalp  red,  but  there  was  abundant  des¬ 
quamation  here,  and  on  the  neck  which  was  one  of  the 
worst  parts.  He  was  a  spare  man  but  not  emaciated,  5  feet, 

7  inches  high,  the  heart  had  a  slow  action  but  there  were  no 
murmurs  or  hypertrophy.  He  had  had  rheumatic  fever, 
twenty  years  before  affecting  the  knees  and  shoulders  chiefly. 
The  patient  improved  under  treatment,  but  had  to  return 
home  in  August.  Thyroid  extract  tabloids  appeared  to  be 
of  some  benefit  at  first  and  were  continued  by  Dr.  Stopford 
Taylor,  whose  account  of  the  subsequent  history  of  the  case 
is  reprinted  from  the  British  Medical  Journal  of  September 
29th,  1894,  p.  693. 

“The  thyroid  tablets  which  he  had  been  ordered  were 
increased  to  four  daily,  but,  as  they  did  not  seem  to  affect  him, 
he  was  put  upon  a  glycerine  extract  of  the  thyroid  gland  at 
the  end  of  October.  A  few  doses  soon  produced  thyroidism. 
His  skin  became  much  redder  and  scaled  in  larger  quantities, 
so  I  deemed  it  wise  to  stop  the  remedy.  Before  the  glycerine 
extract  was  used,  a  few  sores,  like  abrasions,  appeared,  and 
these,  after  discharging  pus  for  a  few  days,  took  on  a  granulo¬ 
matous  condition.  One  large  growth  came  on  the  back  of 
the  left  wrist,  and  one  on  the  calf  of  each  leg.  These  became 
much  increased  in  size  by  the  development  of  fresh  growths 
close  by,  and  formed  fungiform  irregular  elevations,  covering 
an  area  as  large  as  my  hand.  It  was  noticed,  also,  that  some 
of  these  growths  were  preceded  by  purplish-looking  plaques, 
more  or  less  circular  in  outline  and  slightly  elevated.  The 
epidermis  then  disappeared,  apparently  owing  to  pressure 
from  the  subjacent  papillary  body,  which  rapidly  grew  and 
formed  a  granulomatous  mass.  The  pus  from  these  growths 
seemed  to  infect  the  surrounding  skin  and  caused  a  separation 
of  its  cuticle,  which  stripped  off  for  a  considerable  distance 
in  some  instances,  and  from  this  denuded  derma  fresh 
granulomata  developed.  With  the  exception  of  the  large 


growths  I  have  mentioned,  the  fungoid  excrescences  did  not 
exceed  an  inch  or  two  in  circumference,  and  numbered  in 
all  between  twenty  and  thirty.  Some  few  were  depressed 
in  the  centre. 

“  In  January  1894,  the  whole  of  the  man’s  body  and 
the  extremities  were  more  or  less  covered  with  abrasions  of 
the  derma,  varying  in  size  from  a  sixpence  to  half-a-crown, 
and,  as  these  not  only  refused  to  heal,  but  in  many  cases 
increased  in  size,  and  the  suppuration  from  them  and  the 
papillomata  being  most  offensive,  it  was  decided  to  put  him 
in  a  tank  or  continuous  bath  as  the  only  means  of  preventing 
a  fatal  termination.  On  January  25th,  I  asked  my  friend 
Dr.  Barr,  of  the  Liverpool  Northern  Hospital,  to  see  him  as 
to  the  advisability  of  this  plan  of  treatment.  I  am  indebted 
to  him  for  the  following  suggestions  with  regard  to  the 
continuous  bath.  The  following  measurements  were  agreed 
on  : — Length  of  the  tank,  6  ft.  4  ins.  ;  depth,  18  ins.  ;  width, 
.33  ins.  A  large  wooden  case  was  first  made,  lined  with 
lead,  and  placed  on  trestles.  A  frame  8  ins.  deep  was  made 
to  place  inside  the  bath,  resting  on  the  bottom ;  to  this 
canvas  was  stretched  laced  to  the  sides  of  the  frame,  which 
was  tightly  wedged  to  the  sides  of  the  bath,  to  prevent  it 
floating.  A  head  rest  was  made  of  a  light  wood,  and  laced 
with  cords,  upon  which  a  hair  pillow  was  placed.  Three- 
fourths  of  the  bath  was  covered  in  with  a  lights  wooden  lid, 
in  sections ;  over  this  were  placed  blankets  and  a  mackintosh 
sheet.  The  remaining  fourth  was  covered  with  a  light 
blanket,  through  the  centre  of  which  a  slit  was  made  for 
the  patient’s  head  to  protrude.  A  pint  of  peroxide  of 
hydrogen  was  added  night  and  morning  to  70  gallons  of 
bath  water.  The  most  suitable  temperature  of  the  bath  was 
found  to  be  96°  during  the  day  and  97°  at  night.  This  was 
regulated  by  means  of  a  small  cylinder  containing  8  gallons, 
2  gallons  of  which  at  a  temperature  of  120°  were  sufficient 
to  raise  the  bath  temperature  one  degree.  This  required 
adding  every  hour  or  hour  and  a-half. 

“  The  patient  presented  the  following  appearances  on 
February  1st  when  he  was  placed  in  the  tank: — ‘Fairly 
well-nourished,  secretions  normal ;  hair  of  head  cut  short, 
and  face  shaved ;  scalp  in  a  condition  of  pityriasis ;  skin  of 
face  tightly  drawn  and  reddened ;  greasy-looking  scales  on 
both  cheeks,  in  naso-labial  furrows,  and  on  each  frontal  pro¬ 
minence  ;  conjunctivse  somewhat  congested;  eyelids  tightly 
drawn,  granular,  and  discharging  pus  ;  lashes  wanting. 
Nearly  the  whole  of  the  body  presents  a  reddish  tint, 
wThich  becomes  of  a  purplish  colour  over  the  buttocks  and 
the  inferior  extremities.  This  condition  of  erythrodermia 
is  covered  more  or  less  with  loosely  adherent  papery  scales, 
which  here  and  there  have  a  tendency  to  form  marginated 
patches.  Palmar  and  plantar  surfaces  present  the  appearance 
of  arsenical  keratosis  with  corn-like  elevations.  Scattered  all 
over  the  body  and  extremities  are  seen  superficial  sores  or 
abrasions,  and  purplish  plaques,  in  various  conditions  and 
sizes,  all  more  or  less  circular  in  outline.  Some  are  raw  and 
indolent,  others  are  discharging  pus  and  spreading ;  some  are 
healing  or  healed,  and  on  others,  again,  fungating  granulo- 
mata  have  formed.  The  epidermis  on  the  healed  plaques 
being  thickened  and  elevated ;  axillary  and  inguinal  glands 
enlarged.  He  remained  in  the  tank  twenty-nine  days.’ 

“  The  bath  had  a  marvellous  effect  upon  the  patient’s 
condition.  The  odour  disappeared.  The  colour  of  the  skin 
became  almost  normal.  The  corn-like  indurations  on  hands 
and  soles  peeled  off.  The  scaling  ceased.  The  abrasions 
quickly  healed.  A  few  of  the  granulomata  underwent  spon- 
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taneous  involution  ;  those  that  required  stimulating  were 
mopped  with  a  solution  of  nitrate  of  silver  9j  to  3j  of  spirits 
of  nitrous  ether.  The  larger  growths  were  treated  with  the 
solution  of  acid  nitrate  of  mercury.  In  the  water,  the  de¬ 
velopment  of  the  growths  was  most  conspicuous.  With  or 
without  a  plaque  the  epidermis  was  shed,  leaving  a  bright 
red  derma ;  owing  to  the  stimulating  effect  of  the  warm 
water  the  papillae  grew  rapidly,  and  appeared  on  the  surface 
of  the  wound  like  minute  pegs  tipped  with  white.  A  few 
applications  of  the  silver  solution  caused  them  to  heal  quickly. 
This  rapid  healing  over  was  not  without  its  disadvantages, 
for  sound  cicatrisation  did  not  take  place  for  some  time 
afterwards.  The  epidermis  remained  thickened  and  sodden, 
and  was  elevated  by  the  subjacent  and  hypertrophied  papillae 
into  small  mounds,  which  stood  out  quite  perceptibly  from  the 
surrounding  skin.  In  some  cases  the  epidermis  seemed  to 
melt  away,  and  the  healing  process  had  to  be  gone  over 
again.  The  skin  of  the  palms  and  soles  presented  the 
appearance  of  a  drowned  person  who  had  lain  in  the  water 
for  some  days.  After  three  weeks’  immersion,  a  sweat  rash 
developed  over  the  entire  trunk  and  extremities.  This 
eruption  was  partly  papular  and  partly  vesicular,  the  latter 
leaving  minute  saucer-like  depressions  in  the  skin.  On  the 
palms,  the  imprisoned  fluid  gave  rise  to  painful  elevations, 
the  contents  of  which  ultimately  became  purulent  and  led 
to  the  complete  separation  of  the  horny  layer.  This  eruption 
left  a  cribriform  appearance  on  the  plantar  surfaces. 

“  While  in  the  bath  the  patient  took  his  food  well,  and 
in  the  early  part  slept  six  or  seven  hours  during  the  night ; 
the  temperature  remained  normal.  The  pulse  rate,  usually 
60,  was  increased  to  90.  Unfortunately,  no  actual  measure¬ 
ment  of  the  urine  was  made,  but  the  amount  was  evidently 
less,  and  the  specific  gravity  increased. 

“  During  the  last  week  the  patient  became  nervous  and 
low-spirited,  and  it  was  with  difficulty  that  I  could  get 
him  to  remain  in  the  water.  On  March  1st  he  was  removed 
from  the  tank.  Although  he  had  lost  weight  during  the 
immersion  he  was  much  better  in  health,  and  was  jubilant 
at  the  improvement  in  condition.  Unfortunately  this  was 
not  long  maintained.  The  reaction  set  up  by  his  removal 
from  a  bath  of  96°  to  bed  in  a  room  of  the  temperature 
of  65°  caused  a  recrudescence  of  the  erythrodermia,  and  con¬ 
siderable  scaling.  This,  howevei-,  was  relieved  by  lanolin 
pomade.  The  epidermal  covering  of  the  healed  abrasions 
and  growths  became  dry,  hard,  and  shrivelled,  and  in  some 
cases  separated  from  the  papillae  beneath. 

“  Fresh  plaques  began  to  appear,  and  there  was  a 
tendency  for  some  of  the  old  ones  to  break  down ;  they 
were  all  mopped  with  a  silver  solution.  The  erythrodermia 
varied  in  its  intensity,  and  from  no  obvious  cause.  In  some 
localities,  especially  the  buttocks,  thighs,  and  legs,  the  dilated 
venules  were  distinctly  seen  as  fine  tortuous  lines  or  threads 
in  the  cutis,  the  cuticle  in  these  situations  having  an  old 
or  wrinkled  appearance.  About  the  knees  it  was  so  thin 
that  it  could  easily  be  rubbed  off,  therefore  great  care  was 
necessary  in  locomotion  and  in  preventing  the  friction  of  the 
bedclothes  and  the  under  garments. 

“  On  March  26th  the  skin  was  much  redder  again, 
peeling  in  large  dry  papery  scales.  The  face,  was  cracked 
and  fissured.  The  horny  layer  was  easily  detached  and 
peeled  off,  leaving  the  mucous  layer  exposed.  From  this 
date,  the  patient  was  enveloped  in  boric  acid  ointment. 

“By  April  11th  patient  was  much  improved  again,  and 
went  to  business  for  a  few  hours  every  day.  From  this  date 


lie  was  sometimes  better  and  sometimes  worse.  The  wounds, 
which  had  healed,  broke  down  again,  and  again  healed,  this 
process  being  repeated  two  or  three  times.  There  was  little 
or  no  scaling,  but  the  erythrodermia  was  almost  universal. 
Fresh  plaques  or  nodules  in  the  derma  kept  appearing  and 
disappearing  of  their  own  accord,  while  a  ‘few  small  ones 
fungated.  At  the  end  of  the  month  the  patient  went  to 
Ireland,  hoping  that  his  native  air  would  benefit  him.  He 
returned  to  Liverpool  on  July  12th.  He  stated  that  his  sores 
had  all  healed  while  away,  but  that  after  being  subjected  to 
a  great  nervous  shock  some  fresh  ones  had  broken  out. 

“Condition  on  Jidy  13th.  I  noted  that  the  erythro¬ 
dermia  varied  from  a  raw  ham  colour  to  a  purple.  There 
was  some  scaling  on  face,  none  anywhere  else.  The  horny 
layer  was  thickened  over  healed  plaques.  The  majority  of 
the  granulomata  consisted  of  hard  nodules  in  the  skin.  There 
was  no  important  thickening  or  infiltration  of  skin  except 
about  the  nodules  and  plaques  in  the  derma.” 

The  drawing  was  taken  on  August  23rd,  1894,  under 
Dr.  Taylor’s  kind  superintendence.  At  this  time  enormous 
numbers  of  the  tumours  of  the  size  and  character  depicted 
in  the  Plate,  had  appeared  all  over  the  body,  but  were  most 
abundant  on  the  sides  of  the  trunk,  and  on  the  outer  surface 
of  the  thighs  and  buttocks.  The  sodden  appearance  of  the 
epithelium  covering  the  tumours  was  produced  by  the  limbs 
having  been  enveloped  in  a  boric  acid  ointment,  but  for  this 
their  colour  would  be  red,  and  the  surface  over  them  slightly 
scaly.  The  general  surface  also  of  the  skin  between  the 
tumours,  was  red  and  abundantly  scaly,  presenting  the  aspect 
of  pityriasis  rubra,  but  when  the  drawing  was  taken,  the 
scales  had  all  been  soaked  off  by  the  ointment,  and  the 
exposed  surface  was  slightly  paler  than  it  would  have  been. 
The  patient  had  become  somewhat  thinner  and  weaker  than 
when  I  last  saw  him  in  August  1893,  but  had  recently  been 


able  to  take  a  railway  journey  from  Liverpool  to  Bristol  and 
back. 

The  history  of  this  case  strongly  suggests  that  the  premy- 
cosic  dermatitis  was  of  a  simple  character  for  a  long  period, 
and  that  the  mycosis  fungoides  was  a  late  development  upon  it. 
The  general  effect  of  the  continuous  bath  was  decidedly 
beneficial,  both  in  relieving  the  dermatitis  and  its  attendant 
itching,  and  in  giving  comfort  to  the  patient.  The  futility  of 
internal  medication  was  again  shown  in  this  case,  and  I  agree 
with  Dr.  Taylor’s  concluding  words  “  that  a  soothing,  protective, 
and  supporting  plan  is  the  best.”  At  the  same  time  as  the 
disease  is  so  hopeless  as  to  the  ultimate  result,  except  the  one 
case  of  recovery  after  erysipelas,  that  I  should  feel  justified  in 
trying  a  toxin  fluid,  which  would  produce  elevation  of  tempera¬ 
ture  for  some  little  time,  of  course  only  when  the  patient 
could  be  closely  observed. 

In  reply  to  my  enquiry,  Dr.  Stopford  Taylor  kindly 
informs  me  on  May  2nd,  1896  : — “  That  the  patient  is  keeping 
fairly  well  in  health,  taking  carriage  exercise  occasionally,  and 
eating  well.  Fungoid  growths  on  his  toes  almost  prevent 
walking.  Tumours  have  lately  appeared  on  the  eyelids, 
involving  the  palpebral  conjunctiva,  also  in  the  pharynx,  and 
probably  on  the  epiglottis,  but  his  lips  are  too  much  fissured 
for  him  to  open  his  mouth  much. 

“  The  disease,  as  a  whole,  varies  much.  At  one  time  the 
open  wounds  and  growths  are  most  in  evidence  ;  at  another, 
the  skin  scales  profusely. 

“  The  treatment  has  been  baths  of  many  hours’  duration 
on  two  or  three  days  weekly ;  and  alum  applications  in 
powder,  lotions,  and  ointments,  as  the  alum  has  had  a  most 
beneficial  influence  on  the  growths,  repressing  them,  and 
ultimately  causing  them  to  dry  and  wither  away.  He  still 
has  neuritic  pains  shooting  down  the  legs.” 
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CHROMIDROSIS. 


Synonyms — STEARRHCEA  OR  SEBORRHCEA  NIGRICANS  (WILSON  AND  NELIGAN); 

PITYRIASIS  NIGRICANS  (READ). 


rjlHIS  is  a  very  rare  affection  in  which  coloured  sweat  or 

sebum  appears  symmetrically  distributed  in  various  parts 
of  the  body,  but  chiefly  in  the  orbital  region  affecting  the  lower 
lids  more  than  the  upper.  Other  parts  which  may  be  involved 
are  in  the  order  of  frequency — the  cheeks,  forehead,  side  of  the 
nose,  and  in  exceptional  cases,  the  whole  face,  the  chest, 
abdomen,  back  of  the  hands,  axillae,  groins  and  popliteal 
spaces.  The  colour  is  usually  black  or  sepia,  and  is  probably 
always  so  in  the  seborrhceic  cases,  but  sweat  of  blue,  red,  green, 
yellow,  and  violet  hues  have  been  recorded.  The  seborrhceic 
cases  form  a  powdery  or  granular  deposit  on  the  skin,  which  is 
not  easily  removed  with  water,  but  can  be  readily  cleaned  off 
with  spirit  of  chloroform,  ether,  or  glycerine.  These  cases  are 
more  appropriately  called  seborrhoea  or  stearrhoea  nigricans, 
while  chromoclrosis  would  apply  to  cases  undoubtedly  of  sweat 
origin  which  often  form  rapidly  even  while  under  observation. 
While,  however,  the  secretion  varies,  the  etiological,  patho¬ 
logical,  and  clinical  features  appear  to  be  identical.  A  very 
large  proportion,  eight  to  one  of  the  cases,  are  females,  and 
though  the  extremes  of  age  are  fifteen  and  fifty-seven,  two- 
thirds  have  been  in  young  unmarried  women.  Chronic 
constipation  is  almost  always  present,  but  uterine  disorder  has 
also  occurred.  The  chief  predisposing  cause  is  the  neurotic 
temperament — hysteria,  hypochondriasis,  or  some  form  of  mental 
distress  have  preceded  or  accompanied  most  of  the  attacks. 

The  pathology  of  the  disease  is  unknown,  though  doubtless 
it  is  a  neurosis,  and  the  pigment  is  probably  secreted  by  either 
the  sebaceous  or  sweat  glands.  The  theory  that  the  pigment 
is  indican  derived  from  the  indol  of  retained  faeces  rests  on  very 
slender  foundation,  and  is  certainly  not  true  in  many  cases. 

The  amount  of  pigmentation  varies  on  different  days,  and 
in  sweat  cases  at  different  times  in  the  day.  Like  many  other 
affections  it  is  worse  sometimes  just  before  a  catamenial  period. 
Its  duration  is  indefinite,  especially  if  constipation  or  other 
disorder  of  health  is  not  relieved,  and  while  it  may  disappear 
without  apparent  cause,  it  often  reappears  when  the  constipa¬ 
tion  is  again  in  the  ascendant.  In  some  instances,  it  has 
disappeared  from  the  skin  with  the  simultaneous  appearance  of 
black  pigment  in  the  vomit,  faeces,  urine,  and  even  in  the 
saliva.  Its  duration  depends  upon  the  possibility  of  removing 
the  cause. 

Diagnosis. — Imposition  must  always  be  guarded  against. 
No  other  disease  resembles  it,  but  artificial  blackening  or  other 
discolouration  make  a  very  good  imitation  of  it,  and  the  fact 
that  both  the  true  and  the  false  affection  are  particularly  liable 
to  occur  in  hysterical  women,  should  always  be  a  warning  to 
keep  on  one’s  guard.  Dark  rims  under  the  eyes  frequently 
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occur  in  such  patients,  and  exciting  the  solicitude  of  sympa¬ 
thetic  friends  suggest  further  development  by  artificial  means. 
Most  artificial  discolourations  are  easily  removed  by  water 
alone,  and  the  circumstance  that  the  return  of  the  pigment 
always  occurs  when  the  patient  is  not  for  the  moment  under 
observation  should  at  once  excite  suspicion. 

Treatment. — The  removal  of  the  constipation,  of  uterine 
derangement,  or  other  defect  in  the  general  health,  is  the 
obvious  indication.  Local  applications  are  useless. 

The  patient  who  is  the  subject  of  the  present  Plate  was 
originally  under  the  care  of  Dr.  Colcott  Fox,  who  reported  it 
in  The  Transactions  of  the  Clinical  Society,  vol.  xiv.,  1881, 

p.  211. 

A  doubtful  case,  reported  by  him  at  the  same  time,  was 
referred  to  a  committee  consisting  of  Drs.  Cavafy,  Stephen 
Mackenzie,  Colcott  Fox,  and  Rnclcliffe  Crocker.  It  was  soon 
found  to  be  a  case  of  simulation  by  means  of  black  lead, 
the  patient  being  an  hysterical  girl  of  21.  Dr.  Colcott  Fox 
then  kindly  placed  at  the  disposal  of  the  committee  the  case 
now  to  be  related,  and  she  was  admitted  into  University 
College  Hospital  on  January  9th,  1882.  The  committee  were 
equally  convinced  that  this  one  was  genuine  and  of  the 
variety  described  as  Seborrhoea  Nigricans.  When  she  first 
came  under  Dr.  Fox’s  notice,  Kate  L.  was  eighteen  and  three- 
quarter  years  old.  She  was  a  partial  deaf  mute,  the  deafness 
being  incomplete  but  had  existed  from  birth,  and  she  could 
only  speak  a  few  words  and  that  not  very  intelligibly.  She 
was,  however,  said  to  be  otherwise  intelligent  and  of  good 
physique  and  disposition.  She  was  not  in  any  way  an 
hysterical  subject.  She  was  one  of  a  family  of  eleven,  of 
which  the  second  and  fourth  children  were  partial  deaf 
mutes,  but  the  rest  were  normal.  She  was  in  good  health 
up  to  the  age  of  fifteen,  when  the  catamenia  first  appeared, 
but  had  never  been  regular  either  as  to  time  or  quantity, 
while  she  has  been  constantly  ailing  with  general  malaise, 
severe  headaches,  and  habitual  constipation  of  the  most 
obstinate  character,  which  has  sometimes  lasted  for  two  or 
three  weeks,  requiring  medical  aid  for  its  relief.  At  such 
times  the  abdomen  became  enormously  distended,  the  face 
flushed,  and  she  perspired  profusely  and  on  very  slight 
provocation.  The  pigmentation  of  the  face  was  first  noticed 
in  September  1880,  on  the  lower  lids,  and  thence  gradually 
spread  symmetrically  over  the  upper  lids  to  the  eyebrows, 
and  about  half  way  down  the  cheeks  to  about  the  level  of 
the  nostrils.  She  was  then  admitted  into  the  Westminster 
Hospital  under  Dr.  Fox,  and  after  about  ten  days,  when 
the  bowels  had  been  thoroughly  relieved,  the  pigmentation 


gradually  disappeared.  It  soon  recurred  again,  however, 
along  with  the  constipation,  and  this  happened  again  and 
again,  the  pigmentation  disappearing  when  the  bowels  were 
got  to  act  regularly,  and  recurring  soon  after  the  constipation 
was  re-established.  It  appeared  to  be  less  marked  at  the 
catamenial  period  which  occurred  every  fortnight.  The 
pigment  was  entirely  limited  at  this  time  to  the  orbital 
region.  Analysis  showed  that  when  there  was  pigmentation 
on  the  face,  there  was  also  a  considerable  quantity  of  indican 
in  the  urine,  while  it  was  practically  absent  when  there  was 
no  pigmentation.  Pigment  was  in  the  form  of  granules  on 
the  surface,  mostly  of  a  black  colour  with  a  few  yellowish 
ochreous  particles  among  them.  Under  the  microscope  it 
appeared  as  amorphous  plates  of  a  bluish  black  colour, 
and  corresponded  in  its  reactions  with  that  of  other 
recorded  cases.  It  could  be  easily  cleaned  off  with  a 
little  oil  or  glycerine,  but  not  with  water  alone.  The  above  is 
taken  from  Dr.  Colcott  Fox’s  description  in  the  Clinical 
Society’s  Transactions,  and  the  report  of  the  committee  only 
differed  from  it,  in  that  they  considered  her  intellectually 
feeble,  even  when  due  allowance  was  made  for  her  being  totally 
uneducated  on  account  of  her  deafness.  It  was  also  found  that 
at  the  time  when  she  came  under  the  committee’s  observation 
the  pigment  was  not  confined  to  the  orbit,  but  affected  in  a 
minor  degree  the  axillary  region,  the  umbilicus,  the  groins,  and 
the  popliteal  spaces.  The  pigment  appeared  to  be  mixed  with 
sebum,  and  could  be  scraped  off  with  the  edge  of  a  small  knife, 
was  of  a  sepia  hue,  and  in  the  axillae  and  umbilicus  was  dis¬ 
tinctly  seen  at  the  mouth  of  the  hair  follicles.  Under  the 
microscope,  the  pigment  consisted  of  granules  impregnating 
epithelial  scales,  and  while  it  was  wiped  off  with  difficulty  with 
dry  gun  cotton,  it  was  easily  removed  when  the  cotton  was 
moistened  with  spirits  of  chloroform,  and  the  skin  beneath  was 
then  apparently  normal.  The  pigmentation  was  always  very 
gradual  in  its  reappearance  after  removal,  taking  several  days 
to  get  decidedly  black,  and  it  tended  to  accumulate  in 
the  sulci  of  the  natural  folds  and  at  the  orifices  of  the 


hair  follicles  at  the  axillae.  The  intensity  of  the  discolouration 
was  clearly  connected  with  the  constipation,  always  diminishing 
after  purgation  ;  there  was  also  a  diminution  just  after  the 
catamenial  period.  On  one  occasion,  the  pigmentation  was 
carefully  washed  off  both  the  orbits  and  axillae,  and  she  was 
placed  in  the  hot  chamber  of  the  Turkish  bath  of  the  Hospital 
in  a  temperature  of  154°  F.  At  the  end  of  twenty -two 
minutes  she  was  perspiring  freely,  and  there  was  distinct 
but  scanty  pigmentation.  The  pigment  was  rubbed  off  the 
left  orbit,  and  in  eight  minutes  reappeared,  but  was  much 
less  than  on  the  right  eye.  In  thirty -seven  minutes  the 
colour  was  very  distinct,  and  was  rather  sharply  defined ; 
the  pigment  was  only  just  perceptible  in  the  axillae.  The 
skin  of  the  affected  area  was  of  a  dusky  red  hue  before  the 
pigmentation  appeared.  The  next  day,  the  colour  had  not 
altered  perceptibly  from  the  previous  night.  After  the  com¬ 
mittee  had  concluded  their  report,  a  copious  production  of 
pigment  occurred  on  March  25th  in  the  groins,  a  short  dis¬ 
tance  down  the  thighs,  and  the  lower  part  of  the  abdomen  up  to 
the  umbilicus,  and  in  the  axillae,  very  intense  at  the  groins, 
umbilicus,  and  axillae,  while  the  orbits  were  only  moderately 
pigmented.  The  pigment  continued  to  come  out  for  several 
days,  but  was  somewhat  less  on  March  30th,  on  which  date 
the  pigment  was  cleaned  off,  and  half  a  grain  of  pilocarpine 
was  injected  beneath  the  skin  of  the  abdomen.  Sweating 
began  in  seven  minutes,  but  it  was  not  until  an  hour  after 
the  injection  that  any  pigmentation  appeared,  and  increased 
up  to  an  hour  and  three-quarters  after  the  injection,  at  which 
it  was  very  marked  in  the  orbits  and  groins,  but  there  was 
none  in  the  axillae.  On  April  11th,  when  there  was  only  very 
slight  pigmentation  round  the  orbit,  the  urine  yielded  an 
unprecedented  amount  of  indican.  The  girl  was  seen  from 
time  to  time  after  this,  and  improved  much  under  treatment, 
but  she  had  several  relapses,  and  the  drawing  was  made 
during  one  of  these  relapses  in  July  1888.  The  treatment  was 
directed  towards  overcoming  the  obstinate  constipation. 


PLATE  LXXIX 


CHROMIDROSIS  OR  SEBORRHGEA  NIGRICANS 


SEBORRHCEIC  DERMATITIS. 


rpHE  various  forms  of  dermatitis  which  arise  in  connection 
with  seborrhoea  of  the  head  and  body  are  all  included  by 
Unna  under  the  term  “  seborrhoeic  eczema,”  but  this  gives  to 
eczema  such  a  very  wide  meaning,  and  includes  types  so  unlike 
each  other,  and  also  to  our  usual  conception  of  eczema,  that  I 
think  it  gives  a  clearer  clinical  picture  to  include  them  in  a 
general  group  of  seborrhoeic  dermatitis,  and  then  to  subdivide 
this  group  with  qualifying  terms  to  indicate  the  form  of 
ordinary  dermatitis  with  which  the  subdivision  may  be 
compared.  We  get  thus  a  “seborrhoea  eczemaformis,”  a 
“seborrhoea  psoriasiformis,”  and  a  “seborrhoea  papulosa  sen 
lichenoides,”  severally  represented  in  Plates  LXXX.,  LXXXI., 
and  LXXXII. 

Plate  LXXX.,  Fig.  1,  represents  seborrhoea  eczemaformis 
as  it  is  seen  in  the  scalp  and  adjoining  portions  of  the  skin. 
The  condition  known  as  seborrhoea  of  the  scalp,  in  which  the 
head  is  more  or  less  thickly  covered  with  fatty  scales,  may  go 
on  for  years  without  any  external  sign  of  inflammation,  nor 
any  other  symptoms,  except  slight  itching  occasionally  and 
thinning  of  the  hair,  especially  at  the  vertex  and  temples. 
Then  sometimes,  without  obvious  cause,  but  more  frequently 
after  some  depressing  conditions  of  mind  or  body  or  both, 
active  inflammation  arises  and  the  condition  depicted  is 
produced.  The  older  writers  included  this  stage  as  well  as 
the  earlier  and  more  quiescent  forms  under  seborrhoea. 

The  patient,  Mrs.  B.,  set.  fifty-six,  came  to  University  College 
Hospital  in  December  1890.  She  had  suffered  from  seborrhoea 
capitis,  with  thinning  of  the  hair  off  and  on  for  twelve  years, 
but  with  no  redness  or  sign  of  inflammation,  although  it  had 
been  worse  for  nearly  two  years.  About  six  months  before  she 
came  to  the  hospital,  her  husband,  who  had  been  a  professional 
man  in  a  good  position,  became  bankrupt,  and  soon  after  experi¬ 
encing  the  worry  and  anxiety  produced  by  this  change  in  her 
circumstances,  the  disease  of  the  scalp  became  more  active. 
It  extended  further  over  the  scalp,  and  then  beyond  it  with  a 
defined  edge,  as  shewn  in  the  drawing.  At  the  same  time, 
the  surface  became  hot,  red  and  covered  with  scales,  but  there 
was  only  serous  oozing  when  she  scratched  it,  which,  however, 
she  was  often  impelled  to  do.  The  redness  was  somewhat  less 
on  the  hairy  part,  and  the  scales  were  whiter  and  less  fatty¬ 
looking  than  on  the  free  skin,  but  the  whole  scalp  was  hot  and 
hypersemic,  and  a  large  quantity  of  the  hair  came  out,  so  that 
the  scalp  was  almost  bare  in  some  parts. 

The  palms  were  also  affected  very  much  in  the  same  way 
as  in  Fig.  2,  which  was  taken  from  another  patient.  The 
process,  however,  was  more  acute  than  that  of  the  figure  ; 
the  redness  was  more  intense  and  there  was  considerable 
swelling,  but  there  was  the  same  cracking  of  the  epidermis 
and  great  pain  on  movement,  and  the  epidermis  peeled  more 
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freely.  She  was  highly  nervous  and  emotional.  She  was 
treated  with  tonics,  and  locally  oleate  of  zinc  ointment,  with  5 
grains  of  iodoform  to  the  ounce,  was  spread  upon  strips  of  rag 
and  applied  closely  to  the  scalp,  and  when  the  acute  inflam¬ 
mation  had  subsided  a  weak  mercurial  ointment  of  hydrarg. 
ammoniati,  hydrarg.  oxidi  flav.  aa  gr.  v.  adip.  benz.  3i.  The 
hands  were  enveloped  in  unguentum  lithargyri,  and  subse¬ 
quently  salicylic  acid  was  added.  Under  this  treatment,  and 
her  circumstances  having  improved,  she  quite  recovered,  and 
her  hair  grew  again  to  a  considerable  extent,  so  that  she  could 
dispense  with  a  wig,  and  her  general  health  was  much 
improved. 

Figure  2.  Eczema  palvmris  seu  rimosum.  This  is  considered 
by  Unna  and  his  followers  to  be  another  example  of  his  wide 
reaching  eczema  seborrhceicum,  and  no  doubt,  as  related  in  the 
above  case,  it  is  often  associated  with  seborrhoeic  dermatitis 
elsewhere.  I  am  not,  however,  prepared  to  admit  that  eczema 
palmaris  must  necessarily  be  a  part  of  the  seborrhoeic  process. 
The  present  drawing  was  taken  from  a  woman  set.  seventy- 
three,  in  whom  the  disease  had  existed  for  a  year.  It  began 
on  the  middle  of  the  palm  of  the  right  hand  and  gradually 
extended  on  to  the  fingers,  but  the  left  palm  had  only  been 
affected  six  months. 

The  patient  was  unable  to  assign  any  cause  for  the  onset 
of  the  affection.  She  had  very  little  manual  work,  her  hands 
did  not  perspire,  she  was  not  gouty,  her  general  health  was 
good  for  her  age,  and  she  did  not  suffer  from  seborrhoea 
capitis. 

Eczema  of  the  palm  is  nearly  always  a  troublesome  and 
obstinate  affection  on  account  of  the  thickening  of  the 
epidermis,  hindering  the  penetration  of  the  remedies,  and  also 
because  the  constant  movements  of  the  hand  produce  painful 
fissures  in  the  morbidly  inelastic  epidermis.  The  treatment 
must  aim  at  softening  and  removing  the  hard,  horny  layer  and 
enveloping  the  hand  in  emollient  ointments  to  heal  the  cracks 
and  increase  the  pliability  of  the  epidermis.  Where  the  skin 
is  very  hard  it  may  be  partially  removed  by  mechanical  means, 
such  as  rubbing  with  pumice  stone  or  by  the  application  of 
Unna’s  salicylic  acid  plaster,  until  the  softened  epidermis  can 
be  peeled  off.  Where,  as  in  the  present  case,  there  was  too  much 
inflammation  for  such  strong  applications,  the  hands  should  be 
enveloped  in  an  ointment  of  oleate  of  zinc  or  lead  to  which  10 
grains  of  salicylic  acid  to  the  ounce  has  been  added,  and  the 
proportion  can  be  gradually  increased  as  the  activity  of  the 
inflammation  subsides.  The  softened  horny  portion  should  be 
removed  as  frequently  and  thoroughly  as  possible. 

The  internal  treatment  must  be  directed  to  the  general 
health,  arsenic,  and  such  specific  drugs,  having  little  or  no 
effect  on  the  course  of  the  disease. 


PLATE  LXXX. 


Fig.  i.— SEBORRHCEA  ECZEMAFORMIS. 
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SEBORRHCEIC  DERMATITIS. 


riMIIS  Plate  illustrates  two  forms  of  Seborrhoeic  Dermatitis. 

In  Figure  1  the  lesions  resembled  psoriasis  in  many 
respects,  hence  the  title  Seborrhcea  Psoriasiformis,  the  patches 
being  well-defined,  roundish,  dry,  and  scaly.  The  axillae  and 
groins  are  favourite  positions  for  this  form  of  eruption,  which 
is  otherwise  for  the  most  part  confined  to  the  trunk. 

The  patient,  John  S.,  aged  47,  was  a  fishmonger,  who  came 
as  an  out-patient  to  University  College  Hospital  on  May  23rd, 
1891.  He  had  had  some  scaliness  of  the  scalp  for  years,  but 
the  acute  condition  had  only  affected  the  head  since  the 
previous  autumn,  and  the  eruption  in  the  axillae,  back,  and 
others  parts  of  the  trunk  had  only  come  in  the  spring.  When 
seen,  there  was  an  eruption  of  bright  red  colour,  with  small, 
greasy-looking  scales  on  the  red  surface.  This  extended  over 
the  whole  of  the  scalp  and  the  adjoining  parts,  extending 
half  way  down  the  neck  behind,  over  the  upper  part  of  the 
forehead,  the  temples,  the  cheeks,  and  slightly  over  the  nose. 
The  orbits  and  middle  of  the  forehead  were  free.  On  the 
back,  chiefly  between  the  shoulders  and  lower  down  near  the 
spine,  were  numerous  well-defined,  roundish,  red,  scaly  spots, 
from  an  eighth  to  half-an-inch  in  diameter,  with  a  few  papules 
interspersed.  Just  below  the  neck  was  a  patch  2  inches 
across,  fading  at  the  upper  part.  Similar  papules  and  patches 
existed  in  the  front  of  the  trunk,  but  they  were  more  scattered 
and  not  confined  to  the  centre.  In  the  left  axilla  were  the 
patches  depicted  in  the  Plate,  but  in  the  right  there  were 
only  a  few  papules  ;  both  the  groins  were  free. 

Figure  2  represents  a  form  of  papular  eczema  which  used 
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to  be  designated  Lichen  Simplex.  There  was  some  reason  to 
believe  that  it  was  connected  with  seborrhoea  capitis,  as  the 
scalp  was  frequently  dry  and  scaly ;  and  if  this  be  true,  the 
condition  must  be  regarded  as  one  form  of  seborrhcea  papulosa. 
The  patient,  Thomas  Flanagan,  aged  23,  was  a  brassfinisher, 
and  the  workshop  was  very  hot,  and  the  patient  sweated 
freely  while  at  work.  He  first  came  to  University  College 
Hospital  in  February  1891,  and  attended  the  hospital  at 
intervals  for  three  or  four  years — the  eruption  always  keeping 
the  same  character,  and  appearing  upon  the  neck,  breast, 
chest,  abdomen,  arms,  and  forearms,  but  always  worst  on  the 
neck  and  back.  It  consisted  of  inflammatory,  acuminate 
papules,  seated  at  the  hair  follicles,  with  few  or  no 
scales  upon  them,  and  undergoing  no  change  in  their  char¬ 
acter  throughout  the  whole  course.  There  was  moderate 
itching  present,  but  not  sufficient  to  lead  to  the  production 
of  the  lesions  of  scratching.  Seborrhcea  capitis  was  not  present 
in  all  the  attacks,  and  was  never  very  marked  ;  and  it  seemed 
probable  that  the  eruption  might  be  due  to  chilling  of  the 
surface  while  in  a  state  of  perspiration.  His  general  health 
was  perfectly  good,  he  being  a  well-developed,  vigorous  young 
man.  Various  lotions  were  prescribed  from  time  to  time, 
but  calamine  lotion  usually  gave  him  the  most  relief.  Diuretics 
and  occasional  saline  aperients  were  most  successful  as  internal 
treatment.  Five  or  six  weeks,  or  even  longer,  were  frequently 
required  to  subdue  the  eruption,  which  often  recurred  within 
two  or  three  months.  Compare  this  with  the  eruption 
illustrated  in  Plate  X. 


PLATE  LXXXI 


Fig.  2.— SEBORRHCEA  LICHENOIDES. 


Fig.  i.— SEBORRHCEA  PSORI ASIFORMIS. 


SEBORRHCEIC  DERMATITIS 


SEBORRHCEA  PAPULOSA  SEU  LICHENOIDES. 

Synonyms,  LICHEN  CIRCINATUS  ;  LICHEN  CIRCUMSCRIPTUS;  LICHEN  ANNULATUS 
SERPIGINOSUS  ;  LICHEN  GYRATUS  ;  SEBORRHCEA  CORPORIS. 


II T I  NOR  degrees  of  this  affection  are  very  common  and  are 
then  confined  to  the  interscapular  and  adjoining  region, 
and  to  the  centre  and  upper  part  of  the  chest,  but  in  cases  like 
the  one  selected  for  illustration,  it  may  extend  over  the  greater 
portion  of  the  trunk,  especially  over  the  back,  but  in  this 
particular  instance,  it  was  most  highly  developed  in  front.  It 
is  very  seldom  seen  on  the  limbs,  and  then  only  on  the  upper 
part  of  the  upper  segment  where  it  joins  the  trunk.  It 
commences  as  a  small  group  of  bright  red  acuminate  papules, 
each  from  a  pin’s  point  to  a  small  pin’s  head  in  size.  The 
papules  soon  coalesce  into  a  tiny  patch,  which  enlarges  with 
a  papular  border  and  undergoes  involution  in  the  centre, 
which  is  usually  discoloured,  of  a  dirty  fawn  tint.  When 
adjacent  rings  meet,  the  circles  are  broken,  and  the  fawn- 
coloured  interior  is  surrounded  by  a  gyrate  red  raised  border, 
of  which  the  papular  composition  is  usually  still  visible.  Single 
and  grouped  papules  and  new  small  rings  are  often  to  be 
found  near  the  main  patch.  There  is  generally  a  greasy 
condition  of  the  affected  skin  and  seborrhcea  capitis  is  very 
frequently  present.  The  disease  is  more  common  in  those 
who  perspire  freely  and  change  their  undervest  infre¬ 
quently,  hence  it  has  been  sometimes  called  a  “  Flannel  rash,” 
but  it  is  also  common  in  clean,  well-to-do  persons. 

When  the  central  discoloured  area  is  large  this  affection  is 
82 


sometimes  mistaken  for  tinea  versicolor  (see  Plate  XCV.),  but 
in  the  latter  affection  the  inflammatory  papular  border  and 
the  rings  and  papules  are  lacking,  and  it  is  quite  rare  to  find 
any  sign  of  inflammation  in  any  part  of  tinea  versicolor. 

The  patient  from  whom  the  plate  was  taken  was  Mr.  W. 
H.,  get.  28,  who  was  brought  to  me  by  Mr.  Swift  for  diagnosis. 
The  eruption  had  been  present  in  a  slight  degree  for  six 
months,  but  had  recently  developed  considerably.  On  the 
back,  the  rash  was  chiefly  in  the  interscapular  region,  but 
in  front  embraced  nearly  the  whole  anterior  surface,  as 
shown  in  the  drawing.  The  rings  were  of  a  very  bright 
red,  and  most  of  them  were  composed  of  distinct  papules, 
but  in  others,  the  papules  had  coalesced  into  a  continuous  ring, 
with  a  slightly  yellowish  stain  in  the  centre.  The  patient 
sweated  freely,  but  only  on  exertion.  There  was  no  seborrhcea 
capitis,  and  his  general  health  was  quite  good. 

The  treatment  was  to  rub  in  an  ointment  of  naphthol 
gr.  xv.  aclipis.  gi.  No  internal  treatment  was,  or  ever  is, 
required  as  far  as  this  eruption  is  concerned.  Although  it  is 
usually  easy  to  remove  the  eruption  for  a  time,  it  is  very  liable 
to  recur  unless  it  is  closely  watched,  and  remedial  measures 
again  systematically  applied  at  the  slightest  sign  of  re¬ 
crudescence. 


PLATE  LXXXII 


SEBORRHCEIC  DERMATITIS. 

VAR.  SEBORRHCEA  PAPULOSA  SEU  LICHENOIDES. 


MILIUM,  &c. 


MILIUM  is  usually  considered  to  be  due  to  the  retention 

of  secretion  in  some  of  the  acini  of  a  sebaceous  gland ; 
but  according  to  recent  observations  one  form  consists  of 
miscarried  embryonic  epithelium  from  a  hair  follicle  or  from 
the  rete.  This  contains  no  fatty  epithelium  and  has  no  duct, 
while  the  other  form  has  a  duct,  and  is  really  a  deep-seated 
comedo,  but  unlike  the  ordinary  form  does  not  communicate 
with  the  surface ;  the  contents  are  similar,  consisting  of  fatty 
epithelium  and  cholesterin. 

The  present  plate  depicts  three  forms  in  which  it  may 
occur.  Figure  1  shows  the  common  form  seen  in  infants, 
which  older  writers  called  strophulus  albidus.  In  this, 
pin’s  head  sized,  pearly-white  papules  are  situated  in  the 
cutis  vera,  and  covered  by  the  epidermis.  They  may  be 
slightly  elevated  above  or  level  with  the  surface  ;  they  are 
practically  confined  to  the  face,  but  have  no  special  dis¬ 
tribution  or  arrangement.  Similar  disseminated  and  discrete 
nodules  may  be  seen  in  smaller  numbers  at  almost  any  age, 
but  are  particularly  common  in  adolescence,  or  what  may  be 
called  the  period  of  acne  vulgaris.  As  a  rule,  they  are  not 
larger  than  a  millet  seed,  but  occasionally  reach  the  size  of 
a  small  pea.  As  they  have  no  communication  with  the 
surface,  they  cannot  be  removed  by  simple  pressure,  and 
require  a  small  incision  over  them  before  the  minute  white 
globe  can  be  pressed  out.  In  infants  they  usually  disappear 
spontaneously,  and  less  frequently  they  do  so  also  in  adults. 

The  figure  is  from  a  drawing  by  Tuson,  who  has  also 
executed  a  wax  model  of  the  same  face  which  is  in  the 
University  College  Museum. 

Figure  2  illustrates  that  one  of  the  group  forms  which 
occurs  at  the  inner  canthi  of  elderly  persons  in  the  same 
position  as  xanthoma  palpebrarum.  The  patient  was  aged 
53,  and  was  of  a  very  dark,  sallow  complexion,  with  deep 
pigmentation  about  the  orbits.  From  childhood  she  had  been 
very  subject  to  migraine,  unaccompanied  by  sickness,  and 
was  also  a  martyr  to  rheumatoid  arthritis.  In  this  form  of 
milium  the  component  nodules  may  coalesce  into  comparatively 
large,  flattish  tumours,  from  a  split  pea  to  half  a  bean  in 
size.  They  assume  a  yellowish  tint,  and  have  a  dark  speck 
in  the  centre.  They  may  become  very  hard  from  the  deposition 
of  calcareous  salts,  especially  phosphate  of  lime,  and  then 
are  sometimes  called  cutaneous  calculi.  Even  when  only 
containing  fatty  epithelial  debris  they  are  always  somewhat 
hard  to  the  touch,  and  from  this  character  alone  may  be 
distinguished  from  xanthoma.  Similar  aggregations  of  nodules 
may  occasionally  be  seen  in  other  parts  of  the  body,  such  as 
the  scrotum  and  penis.  Symmetrical  aggregations  of  minute 
milia  may  also  be  seen  occasionally  in  other  parts  of  the 
face,  such  as  the  malar  eminences,  but  they  remain  discrete 
to  the  end.  Figures  3  and  4  represent  another  form  of 
grouped  milia,  in  which  the  lesions  are  very  minute  and 
closely  aggregated  on  the  site  of  a  previous  bullous  eruption. 
The  case  from  whom  the  drawings  were  taken  was  that  of 
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Henry  W.,  aged  3  months,  who  came  to  me  at  the  East 
London  Hospital  for  Children  on  July  8th,  1889.  He  had 
suffered  from  pemphigus  since  he  was  a  week  old,  and  while 
the  bul he  came  occasionally  on  various  parts  of  the  body, 
they  developed  chiefly  on  the  hands  and  feet,  including  the 
fingers  and  toes ;  they  had  also  been  seen  on  the  conjunctiva 
and  gums.  Where  some  of  the  bullse  had  been,  there  were 
groups  of  flat,  white  specks  embedded  in  the  skin,  from 
which  they  could  be  picked  out  with  the  needle,  and  were 
then  seen  to  possess  the  characters  of  ordinary  milium.  In 
the  present  case,  they  were  most  developed  on  the  fingers 
of  the  left  hand,  as  shown  in  the  figures,  and  in  a  patch  on 
the  left  ankle,  which  is  shown  separately  at  Figure  4,  but 
they  affected  both  hands  and  both  feet,  while  there  were 
none  elsewhere.  His  twin  brother  wa.s  affected  in  the 
same  way  from  three  days  old,  but  there  was  no  sign 
in  either  of  them  of  congenital  syphilis  or  anything  else 
hereditary,  and  the  general  health  and  nutrition  were  good. 
A  precisely  similar  condition  developed  in  a  very  high  degree 
in  the  case  of  Hydroa  Herpetiforme  represented  in  Figure  1, 
Plate  XXI. 

Figure  5  represents  the  form  of  grouped  comedones  which 
is  seen  not  infrequently  on  the  forehead  and  scalp  of  young 
children.  They  have  no  relation  either  as  regards  their 
position,  arrangement,  or  etiology  to  the  ordinary  form  of 
comedones  which  are  seen  in  associated  relationship  to  acne 
vulgaris.  The  first  case  I  met  with  was  in  a  child  aged  3^ 
years,  whom  I  saw  at  the  East  London  Hospital  for  Children 
in  June  1882.  Other  cases  soon  followed,  both  in  my  own 
and  in  the  practice  of  others,  and  it  is  now  not  uncommon 
among  the  children  of  the  poor,  chiefly  in  the  summer  time , 
yet  the  first  published  account  was  one  by  myself  in  the 
Lancet  of  April  19th,  1884,  and  it  is  too  striking  an  affection 
to  have  been  overlooked  by  previous  observers.  Their  most 
common  position  is  that  shown  in  the  Plate,  but  they  also 
may  be  seen  in  corresponding  parts  of  the  occiput  in  boys 
old  enough  to  wear  caps,  on  the  temples  in  girls,  and  on  the 
cheeks  in  infants.  They  are  usually  very  densely  packed, 
often  grouped,  generally  very  small,  so  that  the  part  looks 
black  and  dirty,  and  when  pressed  out  are  rather  firmer  than 
usual.  Although,  as  in  the  Plate,  acneiform  pustules  may 
be  developed  round  them,  they  are  more  frequently  absent, 
or  at  all  events  scanty.  Their  etiology  is  not  yet  understood  ; 
warmth  and  moisture  are  evidently  favouring  influences,  and 
in  boys  they  occur  most  where  the  cap  is  in  closest  contact 
with  the  head.  There  is  some  evidence  in  support  of  its 
being  contagious,  as  it  has  been  known  to  occur  in  several 
members  of  the  same  family,  and  among  a  large  number  of 
children  in  a  school.  The  most  effectual  treatment  is  to 
bathe  them  with  hot  water,  rub  them  firmly  with  a  wetted 
flannel  dipped  in  spirit  soap  liniment,  and  subsequently  with 
either  glycerine  of  borax  or  perchloride  of  mercury  solution 
of  the  strength  of  1  to  1000. 


PLATE  LXXXIII 


Fig.  i.— MILIUM  IN  AN  INFANT. 


Fig.  2.— GROUPED  MILIUM  OF  EYELIDS. 


MILIUM,  &c 


ACNE  VULGARIS. 


Synonym:  ACNE  ADOLESCENTIUM. 


fpHE  three  principal  varieties  of  Acne  are — Acne  Vulgaris, 

Acne  Rosacea,  ancl  Acne  Varioliformis.  The  present 
Plate  depicts  Acne  Vulgaris  as  exhibited  on  the  back. 

Acne  Vulgaris,  which,  as  its  name  implies,  is  the  most 
common  form,  is  essentially  a  disease  of  adolescence,  and  may 
be  said  to  occur  practically  between  the  ages  of  15  and  30, 
while  the  majority  of  cases  fall  below  the  age  of  25.  It 
is  usually  limited  to  the  face,  predominating  at  the  sides 
and  forehead,  and  in  women  on  the  chin  also.  It  never 
affects  the  scalp.  In  severe  cases  it  also  affects  the  neck, 
chest,  and  back,  chiefly  about  the  shoulders,  but  sometimes 
extends  over  the  whole  back.  The  eruption  is  bilateral 
but  not  symmetrical,  and  the  lesions  are  discrete  and  not 
grouped  in  any  way.  The  lesion  is  a  pustule,  either  superficial 
or  deep ;  it  is  seated  at  a  sebaceous  gland,  and  usually  has 
a  comedo  for  its  centre,  and  is  then  the  direct  consequence 
of  the  plugging  of  the  sebaceous  orifice  by  the  inspissated 
secretion,  which  with  its  black  top  is  called  a  comedo.  This 
is  the  Acne  Punctata  of  the  older  writers,  but  if  the  sebum 
is  imprisoned  more  deeply,  a  pustule  without  a  comedo  or 
acne  simplex  is  the  result.  When  still  more  deeply  seated 
and  the  inflammation  extends  to  the  surrounding  connective 
tissue,  a  firm  nodule  which  may  soften  in  the  centre  is  pro¬ 
duced,  which  is  called  Acne  Indurata.  Although  no  pus  is 
visible  on  the  surface,  each  pustule  is  really  a  miniature 
abscess  from  the  moment  that  a  red  tender  nodule  is  visible. 
These  sub-varieties  being  merely  stages  or  degrees  of  the 
same  process,  the  names  for  them  are  falling  into  disuse,  and 
the  whole  are  included  under  the  title  Acne  Vulgaris.  It 
must  be  borne  in  mind,  however,  that  the  comedo,  though 
the  usual  antecedent  of  the  acne  pustule,  and  always  present 
in  greater  or  lesser  abundance  in  acne,  may  occur  independently, 
as  in  Plate  LXXXIII.,  Figure  5.  Seborrhoea  oleosa  is  also 
a  common  complication  in  the  more  severe  forms  of  acne, 
with  abundant  comedones.  The  disease  is  of  all  degrees  of 
severity,  sometimes  being  limited  to  an  occasional  pustule, 
while  at  others  the  whole  face  and  back  are  thickly  peppered 
with  the  various  lesions  described  in  all  stages  of  evolution 
and  involution,  to  the  great  disfigurement  and  annoyance  of 
the  patient.  The  smaller  lesions  leave  no  mark  behind,  but 
those  which  are  deeply  seated  produce  severe  scarring,  unless 
the  contents  are  speedily  evacuated. 

Acne  Vulgaris  as  it  occurs  on  the  face  is  so  familiar  to 
every  one,  that  its  appearance  in  other  situations  has  been 
selected  for  illustration. 

Figure  1  shows  the  disease  as  seen  on  the  back  in  a 
case  of  moderate  severity,  and  illustrates  the  comedones  and 
all  the  stages  of  the  disease  already  described.  There  was 
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nothing  special  about  the  case.  It  occurred  in  a  youth  of  18, 
whose  general  health  was  fairly  good,  but  the  tongue  was 
somewhat  furred,  and  as  is  very  commonly  the  case,  the 
bowels  were  constipated.  The  treatment  consisted  in  evacu¬ 
ating  all  the  pustules,  syringing  out  all  the  larger  ones  with 
carbolic  acid  lotion,  one  in  sixty,  and  rubbing  in  an 
ointment,  3i.  of  the  powdered  hypochloride  of  sulphur  to 
an  ounce  of  lard,  to  the  smaller  pustules.  The  comedones 
may  be  softened  and  their  removal  therefore  facilitated  by 
soft  soap  inunctions,  the  most  convenient  method  being  to 
rub  in  with  flannel  moistened  with  warm  water,  a  solution 
of  soft  soap,  1  ounce,  in  spirits  of  wine,  2  ounces ;  this  is  then 
washed  off,  and  the  sebaceous  excretion  expressed  by  a  watch- 
key  or  a  specially  constructed  instrument  to  exert  pressure 
round  the  comedo  without  bruising  the  tissues.  Where  the 
opportunity  exists,  friction  with  a  towel  dipped  in  sea  water 
is  a  convenient  and  useful  measure.  On  the  face,  care  must 
be  taken  not  to  use  too  much  soap  frictions,  lest  the  skin 
be  inflamed,  and  the  patient  then  regards  the  remedy  as 
worse  than  the  disease.  The  internal  treatment  is  conducted 
on  the  principle  of  putting  the  patient  in  as  sound  a  state 
of  health  as  his  circumstances  or  constitution  permit.  Where- 
ever  there  is  derangement  of  the  alimentary  canal  it  must 
have  the  first  attention.  Constipation  or  dyspepsia  almost 
invariably  keeps  up  or  aggravates  the  disease.  Anaemia  is 
often  present  to  a  greater  or  less  degree,  and  ferruginous 
tonics  with  saline  aperients  are  then  indicated.  A  classical 
formula  consisting  of  sulphate  of  iron,  sulphate  of  magnesia, 
sulphuric  acid,  and  a  carminative  may  then  be  given,  adapting 
the  doses  of  the  ingredients  to  the  requirements  of  the 
particular  case.  General  hygienic  measures,  such  as  cold 
sponging  and  frictions  of  the  skin,  with  plenty  of  fresh 
air  and  exercise  and  a  nutritious  dietary,  regulated  according 
to  the  digestive  j:>owers  of  the  patient,  fulfil  all  the  indications 
of  the  majority  of  cases. 

Although  the  disease  is  usually  confined  to  the  bust 
and  shoulders,  under  certain  conditions  the  eruption  may 
generalise,  and  a  folliculitis  of  limbs  as  well  as  trunk  may 
ensue.  In  these  cases  the  sebaceous  glands  are  not  the  sole 
seat  of  the  lesions.  On  the  limbs,  comedones  play  a  less 
important  part,  and  the  pustules  are  usually  not  so  large 
or  deeply  seated  as  they  are  on  the  back.  Generally  dis¬ 
tributed  acne  is  usually  a  sign  of  a  cachectic  condition,  the 
patient  being  run  down  either  from  his  health  or  from  his 
circumstances,  hence  it  is  frequently  called  Acne  cachecticorum ; 
thus  I  have  seen  it  in  a  young  man,  who  had  had  it 
previously  in  the  usual  situations,  become  general  after 
exhaustion  from  overwork  and  loss  of  rest.  In  older  people, 
it  may  also  be  seen,  during  recovery  from  scurvy  or  after 


semi-starvation.  Occasionally,  as  in  the  present  case,  the 
limbs  are  attacked  without  any  cachexia  or  obvious  cause. 

The  patient  represented  in  Figure  2  was  a  gardener,  aet. 
43,  who  lived  in  the  country,  and  first  came  under  observation 
in  March  1892.  He  had  previously  suffered  from  eczema,  and 
had  derived  benefit  from  treatment  by  the  club  doctor,  who 
had  given  him  a  weak  tar  lotion  locally,  but  he  had  not 
taken  either  bromide  or  iodide  of  potassium.  When  seen 
at  the  Hospital  the  eruption  was  symmetrically  distributed 
over  the  buttocks  and  hips,  less  abundantly  on  the  thighs, 
and  oidy  sparsely  below  the  knees  and  on  the  arms.  This 


eruption,  he  said,  had  been  present  for  three  months.  The 
lesions  were  evidently  seated  at  the  hair  follicles ;  they 
varied  in  size  from  a  hemp  seed  to  a  pea,  and  were  exactly 
like  ordinary  acne  pustules.  The  recent  ones  were  bright 
red,  with  a  pustular  apex,  and  some  had  a  comedo  in  the 
centre ;  the  older  ones  were  bluish  red,  and  were  retrogressing. 
The  patient  was  a  tall,  thin,  healthy-looking  man,  but  com¬ 
plained  of  some  dyspepsia  and  debility,  but  was  not  seriously 
out  of  health. 

These  symptoms  were  attended  to,  and  a  ten  per  cent, 
solution  of  liquor  carbonis  detergens  was  painted  on  twice 
a  day,  and  to  this  treatment  the  disease  slowly  yielded. 


PLATE  LXXX1V 


Fig.  2.— ACNEIFORM  FOLLICULITIS  (Buttock).  ACNE. 
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ACNE  ROSACEA-RHINOPHYMA. 


rTlHIS  Plate  represents  in  Figure  1  a  very  common  condition, 
■*"  and  in  Figures  2  and  3  a  very  rare  complication. 

Acne  Rosacea  is  a  disease  which  seldom  begins  much 
under  thirty  years  of  age,  but  may  go  on  with  remissions  or 
intermissions  for  the  rest  of  life,  although  it  is  not  seen  in  a 
bad  form  in  elderly  persons.  The  main  factor  in  its  production 
is  dyspepsia  in  both  sexes  ;  while  in  women,  uterine  or  ovarian 
disorders  are  often  additional,  if  not  the  chief,  predisposing 
causes. 

Alcoholic  excess  is  a  strongly  predisposing  factor,  both 
from  producing  gastro-intestinal  catarrh  and  also  from  its 
causing  dilatation  of  the  cutaneous  capillaries.  Exposure  to 
great  extremes  of  cold  and  heat  also  aggravate  the  evil, 
hence  coachmen,  who  so  often  combine  all  these  factors, 
frequently  present  the  most  extreme  forms  of  the  disease, 
while  the  minor  degrees  are  most  frequently  observed  in 
women,  from  their  proneness  to  constipation  and  dyspepsia. 

The  first  symptom  is  flushing  after  meals,  at  first  only 
after  certain  meals  or  special  articles  of  diet,  but  subsequently 
almost  any  food  seems  to  determine  it.  After  this  has  gone 
on  for  some  time  the  congestion  is  permanent,  although 
worse  at  times,  then  papules  and  later  acne  pustules  appear, 
venules  dilate  on  the  cheeks  and  nose  and  increase  the 
permanent  redness,  but  although  the  nose  appears  frequently 
fiery  red  it  is  often  cooler  than  normal  to  the  touch.  As 
time  goes  on  the  vessel-walls  thicken,  and  there  is  growth 
of  the  connective  tissue  round  them,  and  bossy  nodules 
appear  chiefly  on  the  nose,  but  there  may  be  general 
thickening  of  the  whole  affected  area,  and  the  thickening 
of  the  skin  between  the  natural  folds  of  the  forehead  may 
even  simulate  leprous  infiltration,  but  this  is  rare. 

The  distribution  of  the  eruption  is  an  important  diagnostic 
feature ;  it  rarely  exceeds  the  limits  of  lines  drawn  vertically 
through  the  outer  canthus  on  each  side,  i.e.,  the  middle 
two-thirds  of  the  face ;  the  centre  of  the  forehead  is  often 
affected,  but  it  does  not  extend  so  far  laterally  on  the  upper 
as  it  does  on  the  lower  portion  of  the  face. 

The  diagnosis  rarely  presents  difficulty,  if  the  distribution 
of  the  eruption  and  the  age  of  the  patient  are  observed. 
These  points  contrast  with  acne  vulgaris,  where  the  eruption 
is  chiefly  on  the  sides  of  the  face,  especially  at  the  temples, 
although  the  centre  of  the  face  does  not  wholly  escape. 
Moreover,  acne  vulgaris  begins  at  puberty,  and  seldom 
goes  on  after  25,  while  acne  rosacea  seldom  begins  much 
under  30  years.  Comedones  are  abundant,  and  the  pustules 
generally  start  from  them  in  acne  vulgaris,  while  the  ante¬ 
cedent  lesion  in  rosacea  is  the  dilatation  of  the  capillaries ; 
moreover,  the  pustules  are  seldom  very  numerous  in  rosacea, 
but  may  be  very  abundant  in  vulgaris.  Dyspepsia  is  the 
most  prominent  symptom  in  rosacea,  but  though  often 
present,  it  is  seldom  a  prominent  symptom  in  acne  vulgaris. 

In  acne  varioliformis  the  distribution  of  this  disease 
on  the  temples  and  border  of  the  hair  on  the  forehead  and 
going  back  into  the  hairy  scalp,  and  the  small  pox-like  pits, 
are  diagnostic  features,  and  there  are  no  congestive  symptoms 
as  in  rosacea. 
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Treatment. — The  treatment  primarily  is  to  correct  the 
disorders  of  the  digestion,  and  as  that  is  to  be  conducted  on 
the  usual  principles,  it  need  not  be  gone  into  here.  In 
women,  also,  the  condition  of  the  uterus  or  ovaries  may 
require  attention.  Locally,  calamine  or  bismuth  lotions,  with 
a  quarter  of  a  grain  of  perch  loride  of  mercury  to  the  ounce 
of  either  lotion,  are  useful  in  diminishing  the  hypersemia.  The 
first  is  made  with  calamine  9ij.,  zinc  oxide  3ss.,  glycerine  m.x., 
aq.  rosse  .$j.  The  second  is  bismuth  nitrat  gr.  vijss.,  zinc 
oxid  3ss.,  glycerine  m.x.,  aq.  rosse  3j.  When  pustules  are 
abundant  an  ointment  of  powdered  hypochloride  of  sulphur  3j., 
ung.  simplicis  Jj.,  is  useful.  It  is  to  be  rubbed  into  the 
pustules.  Large  pustules  should  be  punctured  and  syringed 
out  with  carbolic  acid  lotion  also. 

Figure  1  in  the  Plate  represents  a  case  of  moderate 
severity  in  a  woman.  Her  age  was  38  ;  she  had  suffered 
from  the  eruption  for  three  years.  The  bowels  were  habitually 
confined,  and  she  flushed  after  meals.  Her  occupation  as 
cook  no  doubt  aggravated  her  condition.  There  were  no 
other  features  of  interest,  the  case  being  one  of  the  common 
run,  and  yielded  to  treatment  conducted  on  the  lines  laid 
down  above. 

Figures  2  and  3  represent  the  growths  on  the  nose 
which  occasionally  occur  in  chronic  drinkers,  especially,  it 
is  said,  in  wine-growing  countries,  beer  and  spirits  not  having 
so  much  effect  in  the  production  of  the  growth,  which  is 
sometimes  called  Lipoma  Nasi. 

The  patient,  Charles  R.,  cet.  64,  was  a  cabman,  and 
combined  all  the  elements  for  producing  Acne  Rosacea  in 
its  worst  form.  In  addition  to  his  occupation,  which 
necessarily  exposed  him  to  great  vicissitudes  of  weather,  he 
had,  on  his  own  admission,  been  a  free  liver,  taking  a  good 
deal  of  ale  and  whisky  when  he  was  thirsty,  and  he  often 
was  so,  but  he  was  never  a  drunkard.  His  bowels  were 
habitually  confined,  often  for  three  days,  but  he  was  not 
conscious  of  indigestion  or  flushing.  He  dates  the  commence¬ 
ment  of  the  growth  on  his  nose  to  his  having  been  kicked 
in  the  face  by  a  horse  eight  or  nine  years  before  he  came 
under  observation.  He  was  stunned,  and  the  nose  was 
much  swollen  but  did  not  bleed  \  the  swelling  never  quite 
subsided,  and  had  been  gradually  assuming  its  present  aspect 
from  that  time.  The  separate  pendulous  tumours  began  to 
grow  two  years  before  admission  to  the  Hospital,  when  my 
colleague,  Mr.  Godlee,  shaved  away  all  the  redundant  tissue 
with  a  scalpel,  taking  care  not  to  go  below  the  connective 
tissue.  The  nose  healed  soundly  in  a  few  weeks,  and  a  very 
satisfactory  result  was  obtained.  No  doubt  in  this  case  the 
injury  led  to  obstruction  of  the  lymphatics,  and  was  sufficient 
to  produce  some  hypertrophy  of  tissue  which  his  mode  of 
life  aggravated.  The  small  figure  represents  the  right  side 
of  the  nose  of  the  same  case.  The  acne  pustules  and  dilated 
venules  should  be  noted  in  the  larger  drawing.  The  growth 
consisted  largely  of  connective  tissue  and  enormous  sebaceous 
glands  thickly  disseminated  through  it. 


PLATE  LXXXV, 


ACNE  ROSACEA-RHINOPHYMA. 


ACNE  VARIOLIFORMIS. 

Synonyms,  ACNE  FRONTALIS;  ACNE  ATROPHICA;  ACNE  NECROTICA  ;  ACNE  RODENS. 


rpHIS  is  one  of  the  least  common  forms  of  Acne,  and  is 
^  distinguished  from  acne  vulgaris  and  rosacea  by  its 
positions,  the  character  and  mode  of  production  of  the  scars, 
its  course,  and  the  differences  in  etiology  and  pathology, 
though  on  these  points  much  remains  to  be  ascertained. 

The  term  “  varioliformis  ”  was  suggested  by  the  small  pox¬ 
like  scars  left  when  the  lesion  has  healed,  but  the  disease  has 
no  connection  with  molluscum  contagiosum,  to  which  Bazin 
gave  the  name  of  acne  varioliformis,  on  account  of  the  way 
in  which  molluscum  projected  with  its  central  depression. 
Acne  varioliformis  occurs  most  frequently  and  character¬ 
istically  on  the  forehead  and  temples,  at  the  portion  of  skin 
adjacent  to  the  hair  and  going  back  into  it.  This  is  especially 
marked  on  the  temples,  but  a  large  part  of  the  hairy  scalp 
becomes  involved  in  cases  of  long  standing. 

In  time  also,  by  successive  attacks,  the  whole  face  may 
be  involved,  but  the  scars  are  always  most  abundant  on  the 
forehead  and  sides  of  the  face.  The  trunk  is  a  less  common 
position  than  the  scalp  and  upper  part  of  the  face,  and  the 
chest  is  more  likely  to  be  affected  than  the  back.  Pringle  and 
myself  have  had  a  case  with  the  scrotum  affected. 

The  eruption  consists  of  red,  flat  papules  or  nodules,  in  size 
from  a  millet  seed  to  a  small  split  pea,  but,  as  a  rule,  they  are 
not  smaller  than  a  hemp  seed.  They  are  firm,  not  very  red 
at  first,  with  a  small  horny  induration  in  the  centre.  The 
central  portion  enlarges,  ulceration  proceeds  beneath  and  around 
it,  and  a  dry  scab  is  formed,  sometimes  with  a  distinct  ring 
of  pus,  at  others  the  pus  is  only  seen  when  the  scab  is 
removed.  The  ulcer  heals  slowly,  and  leaves  a  pitted  scar 
about  |th  of  an  inch  in  diameter ;  at  first  red,  then  brown, 
and  ultimately  white,  just  like  the  pitting  of  small  pox. 
The  lesions  are  painless  but  itch  slightly.  It  has  a  great 
tendency  to  recur,  and  by  successive  attacks,  perhaps  with 
long  intervals,  may  last  for  as  long  as  thirty  years. 

The  disease  occurs  in  both  sexes,  and  generally  above 
the  age  of  thirty.  Although  not  in  any  sense  a  syphilide,  a 
rather  large  proportion  have  had  syphilis  or  a  suspicion  of 
syphilis ;  beyond  that,  its  etiology  is  unknown. 

The  first  step  in  the  process  appears  to  be  the  formation  of  a 
horny  plug  in  a  follicle,  followed  by  necrotic  inflammation ;  but  a 
hypothetical  microbe  has  to  be  invoked  as  the  fons  et  origo  mali. 

The  characteristic  features  of  the  disease  are  the  varioliform 
scars  thickly  aggregated  at  the  border  of  the  hair,  on  the  fore¬ 
head  and  temples,  and  in  the  hairy  scalp ;  the  recurring 
crops  of  lesions,  and  the  comparative  dryness  of  the  necrotic 
process.  A  late  tertiary  syphilide  something  like  it  may  occur 
on  the  head  and  neck,  but  the  suppuration  and  ulceration  are 
freer,  and  there  is  not  the  same  tendency  to  aggregation  of 
lesions,  nor  is  it  such  an  inveterate  affection  as  acne  varioliformis. 

Figure  1  illustrates  a  case  of  moderate  severity  and 
recent  origin  in  a  younger  subject  than  usual.  It  ran  a 
more  acute  and  shorter  course  than  that  of  most  cases. 
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The  patient,  Caleb  T.,  set.  21,  was  a  carpenter,  who 
came  to  University  College  Hospital  on  September  20th,  1890. 
He  stated,  that  the  eruption  began  on  the  border  of  the 
hair  on  the  right  side  of  the  forehead,  and  soon  afterwards 
affected  the  left  side.  There  were  a  few  small  lesions  on  the 
nose,  but  with  this  exception  the  eruption  was  confined  to 
the  forehead.  The  lesions  varied  from  a  pin's  head  to  a 
pea  in  size,  and  consisted  of  depressed  scabs  surrounded  by 
narrow  rings  of  pus,  and  this  again  by  a  raised  red  areola. 
The  patient  had  also  a  slight  degree  of  acne  vulgaris. 

He  admitted  that  he  had  had  gonorrhoea  fifteen  months 
before,  but  had  not  had  any  chancre. 

He  was  put  on  20  minims  of  perchloride  of  iron  three 
times  a  day,  without  any  local  treatment,  and  was  quite 
well  in  three  weeks. 

Figures  2  and  3  represent  a  case  of  greater  severity, 
wider  distribution,  and  probably  of  very  long  duration, 
though  the  last  attack  was  recent. 

The  patient,  Henry  N.,  set.  49,  was  a  tailor,  who 
came  to  University  College  Hospital  on  September  27th,  1890. 

He  stated  that  the  eruption  had  been  present  a  fort¬ 
night,  but  this  only  referred  to  the  active  lesions,  as  there 
were  numerous  old  scars  from  previous  attacks,  especially  deep 
on  the  vertex.  He  said,  also,  that  he  had  had  a  similar 
eruption  when  nineteen  years  old,  but  this  was  probably 
acne  vulgaris,  the  scars  of  which  were  plainly  visible  on 
the  face  and  trunk.  There  was  no  history  or  evidence  of 
either  syphilis  or  gonorrhoea. 

The  lesions  of  acne  varioliformis  were  distributed  over  the 
occiput,  sides  of  the  head,  especially  abundant  on  the  right 
temple,  on  the  right  auricle,  but  not  on  the  left,  and  on  the 
chest,  as  low  as  the  level  of  the  nipples,  but  almost  entirely 
in  the  centre. 

The  central  scabbed  portion  of  the  lesion  was  from  a  TVth 
to  ryth  of  an  inch  in  diameter.  The  smaller  with  a  pustular 
border  and  red  raised  areola,  the  largest  with  the  areola 
only.  In  the  earliest  stage,  there  was  a  convex  red  papule 
with  a  minute  point  of  apparently  hornified  epithelium,  this 
enlarged  until  a  central  scab  was  formed,  with  a  narrow  ring  of 
pus  seated  on  a  red  raised  areola,  as  above  described  ;  when  the 
scab  was  picked  off  a  rather  deep  ulcer  was  exposed  to  view. 

This  patient  also  recovered  rapidly  with  perchloride  of 
iron  internally,  without  any  external  treatment.  This  is, 
however,  by  no  means  always  the  case ;  many  cases  do 
better  with  iodide  of  potassium  in  5-grain  doses  three  times 
a  day,  than  with  iron,  and  local  treatment  is  often  of  great 
service.  Mild  mercurial  preparations  are  generally  the  best, 
such  as  liyd.  ammoniatee  gr.  xx.,  adipis  benzoates  |i.,  or 
the  diluted  nitrate  of  mercury  ointment  of  the  pharma¬ 
copoeia.  Either  should  be  gently  rubbed  in,  after  removing 
the  scab,  two  or  three  times  a  day. 


PLATE  LXXXVI. 


ACNE  VARIOLIFORMIS  OF  THE  FACE  Fig.  3.— ACNE  VARIOLIFORMIS  OF  THE  HEAD 

(same  case  as  Fig.  2). 


Fig.  2-.— ACNE  VARIOLIFORMIS- OF  THE  TRUNK. 


ACNE  VARIOLIFORMIS. 


/ 


I 


ADENOMA  SEBACEUM. 


Synonym— VEGETATIONS  VASCULAIRES  (RAYER),  N.EVI  VASCUL AIRES  ET 

PAPILLAIRES  (VIDAL). 


rrHIS  is  a  rare  disease,  which,  although  originally  figured  and 
described  by  Raver,  has  only  recently  been  generally 
recognised.  The  disease  is  practically  confined  to  the  face  in 
the  regions  affected  by  Acne  Rosacea,  namely,  the  middle  two- 
thirds.  The  lesions  are  most  abundant  along  the  naso-labial 
fold,  the  sides  of  the  nose,  and  the  malar  eminence.  On  the 
forehead  the  lesions  are  fewest,  but  generally  larger  and  less 
vascular.  As  the  Plate  shows,  the  disease  is  markedly 
symmetrical,  but  I  have  seen  one  case  in  which  it  was  limited 
to  the  right  side.  The  lesions  are  from  a  millet  to  a  hemp  seed 
in  size  for  the  most  part,  but  they  may  be  as  large  as  a  pea  or 
as  small  as  a  pin’s  point.  They  are  roundish  convex  papules, 
and  while  the  majority  are  usually  of  a  bright  crimson  tint,  due 
to  minute  telangiectic  vessels  on  and  round  them,  they  may  be 
quite  colourless  and  slightly  translucent,  like  small  nodules  of 
white  wax.  The  telangiectic  vascularity  varies  in  degree, 
sometimes  being  almost  absent,  and  at  others  highly  developed, 
imparting  a  uniform  red  colour,  as  in  the  present  case.  The 
disease  may  be  present  at  birth,  or  at  any  time  during  child¬ 
hood,  but  at  first  the  lesions  are  few  in  number,  and  only  increase 
in  number  very  gradually  up  to  puberty,  when,  in  some  cases, 
they  multiply  very  rapidly ;  but  individually,  they  grow  very 
slowly,  and  most  of  them  reach  the  size  of  a  hemp  seed  and 
remain  quite  stationary  ;  a  few,  however,  may  undergo  involu¬ 
tion,  leaving  faint  atrophic  scars.  In  a  large  proportion  of 
cases,  other  defects  in  the  skin,  especially  in  the  trunk,  may  also 
be  present,  and  these  are  represented  in  Figure  2.  The  texture 
of  the  skin  is  coarse,  and  groups  of  hair  follicles  on  the  back 
have  round  them  fibrous  thickening,  forming  hemp  seed-sized 
papules,  or  when  closely  aggregated,  form  a  flat  and  fibrous- 
looking  patch,  generally  dotted  over  with  large  comedones. 
Warts,  nsevi,  and  pigmentation  are  frequent. 

This  disease  is  of  congenital  origin,  although,  in  many 
cases,  the  disease  does  not  appear  to  begin  till  some  years  after 
birth  ;  all  the  marked  cases  are  intellectually  deficient,  a  large 
proportion  are  either  chronic  epileptics  or  imbeciles,  and  this  is 
probably  one  reason  of  its  apparent  rarity,  as  most  of  the  cases 
are  under  lock  and  key  in  the  asylums.  The  most  striking 
features  are: — The  position  of  the  nodules  ;  the  deep  red  colour 
of  most  of  them ;  their  persistence,  their  small  size,  and  the 
fact  of  their  having  commenced  in  early  life  and  being  asso¬ 
ciated  with  other  defects  of  the  mind  and  body.  The  diseases 
most  resembling  it  are  hydradenoma,  colloid  milium,  and  acne 
rosacea.  Hydradenoma  is  also  a  rare  congenital  disease,  but 
the  lesions  are  differently  distributed,  tending  to  form  dense, 
irregular  groups  on  the  face,  especially  the  forehead,  and 
the  trunk  may  also  be  affected ;  the  telangiectases  are 
absent. 
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Colloid  milium  occupies  a  higher  part  of  the  face  than 
adenoma  sebaceum,  namely,  the  frontal  and  orbital  regions  ; 
the  nodules  are  not  usually  very  numerous,  and  they  are  of  a 
transparent  yellow  colour.  Telangiectases  are  only  present  in 
slight  degree.  In  other  respects  the  two  diseases  resemble 
each  other  closely. 

Acne  rosacea  chiefly  resembles  adenoma  sebaceum  in  its 
distribution  and  colour,  but  it  is  a  disease  of  adult  life,  seldom 
beginning  before  30,  dependent  upon  indigestion,  and  the 
lesions  are  chiefly  of  inflammatory  origin,  while  those  of 
adenoma  sebaceum  are  congenital  overgrowths  of  an  adeno¬ 
matous  character,  developing  from  embryonic  remnants  in  the 
skin. 

Treatment. — This  is  entirely  surgical ;  scarification,  curet¬ 
ting,  and  electrolysis  are  the  only  means  of  dealing  with  the 
majority  of  cases,  but  if  very  prominent  they  may  be  simply 
shaved  off. 

The  patient  who  is  the  subject  of  the  present  illustration, 
was  Edith  M.,  aged  20,  who  was  first  seen  by  me  on  January 
8th,  1892,  in  the  National  Hospital  for  the  Paralysed  and 
Epileptic,  where  she  was  under  the  care  of  my  colleague,  Dr. 
Bastian,  who  kindly  allowed  me  to  make  what  use  I  liked  of 
the  case.  I  subsequently  admitted  her  into  University  College 
Hospital  for  more  thorough  observation. 

She  was  intellectually  distinctly  deficient  and  childish, 
and  was  the  subject  of  chronic  epilepsy,  but  in  other  respects 
her  general  health  was  good.  The  mother  stated  that  both 
the  eruption  and  the  fits  began  when  she  was  about  14  years 
old,  though  she  had  convulsions  in  infancy. 

The  general  hue  of  the  eruption  was  deep  crimson  on  the 
cheeks,  pale  red  on  the  nose,  and  only  slightly  more  pink  than 
the  normal  on  the  forehead.  The  great  bulk  of  the  lesions 
were  on  the  side  of  the  nose  and  on  the  cheeks,  especially 
along  the  naso-labial  fold,  where  they  were  semi-confluent, 
though  it  was  always  possible  to  discern  the  outline  of  each 
individual.  The  papules  were  firm  to  the  touch,  circular  in 
contour,  convex  in  elevation,  varied  in  size  from  a  pin’s  point 
to  a  hemp  seed,  but  the  majority  were  a  little  larger  than  a 
millet  seed.  On  the  sides  of  the  cheeks,  the  bridge  of  the  nose, 
and  on  the  chin  they  were  much  less  abundant ;  all  of  them 
were  discrete,  and  many  so  small  as  to  be  little  more  than  pale 
red  puncta  scarcely  elevated  above  the  surface,  only  two  of 
those  on  the  chin  being  of  the  size  of  a  hemp  seed.  In  the 
angle  between  the  nostril  and  the  cheek  they  were  very 
small,  of  a  paler  tint,  and  very  closely  aggregated.  About 
half  an  inch  above  each  eyebrow  was  an  oval  lesion,  the  right 
one  a  quarter,  and  the  left  a  third  of  an  inch  long,  projecting 


considerably  more  than  those  on  the  cheek,  with  a  very  slight 
pink  tint  at  the  upper  portion,  fading  away  to  the  normal  at 
the  base.  On  the  right  temple  were  two  similar,  but  smaller 
nodules,  and  several  of  a  pin’s  head  size  were  scattered  about. 
There  were  a  few  on  the  upper  eyelids  and  on  the  upper  lip, 
but  none  on  the  red  of  the  lip  or  the  mucous  membrane  of  the 
mouth.  There  were  also  one  or  two  on  each  auricle  and 
behind  the  left  ear,  resembling  those  of  the  forehead,  but  there 
were  none  below  the  chin  or  beyond  the  angle  of  the  jaw,  the 
neck  and  all  the  rest  of  the  body  being  perfectly  free  from  this 
form  of  lesion.  When  the  cheeks  were  examined  with  a  lens 
the  whole  surface  showed  minute  telangiectic  mottling  both  on 
and  between  the  nodules.  In  some  of  the  latter,  the  component 
vessels  were  visible,  in  others  they  were  not,  but  all  had  the 
same  bright  crimson  tint. 

Although  there  are  none  of  the  characteristic  nodules  on 
the  other  parts  of  the  body,  there  were  other  lesions  indicative 
of  a  badly-nourished,  or  degenerated  skin ;  thus,  on  the  neck 
there  were  a  large  number  of  small  flaccid  fibromata  ;  on  the 
back  of  the  limbs  the  skin  was  coarse,  and  there  were  a  number 
of  small  fibromata  like  those  on  the  neck,  but  none  larger  than 
a  small  pea.  There  were  also  a  few  pigment  patches,  some 
large  comedones  and  papules  situated  at  the  hair  follicles, 
neoplastic  but  not  inflammatory,  of  the  same  colour  as  the 
normal  skin,  and  ranging  from  a  pin’s  head  to  a  hemp  seed  in 
size.  Some  of  them  were  single,  but  most  of  them  were  in 
small  groups,  and  there  were  two  patches  of  the  same  nature, 
but  the  component  lesions  had  coalesced  more  or  less  com¬ 
pletely.  The  smaller  patch  was  over  the  right  acromion,  and 


measured  about  2  inches  by  1 ;  the  larger  patch  was  about 
3^  inches  by  2,  situated  just  above  the  left  iliac  crest,  and  was 
the  same  colour  as  the  normal  skin.  It  had  a  few  large 
comedones  upon  it.  The  small  group  just  above  the  large 
patch  was  excised  for  microscopical  examination.  This  and 
the  iliac  patch  are  shown  in  Figure  2. 

Considerable  improvement  was  produced  by  excising  the 
two  large  lesions  on  the  forehead,  and  by  removing  a  strip  of 
skin  from  the  naso-labial  fold.  The  edges  of  the  incision  were 
then  brought  together  and  united  by  first  intention ;  the  rest 
of  the  cheeks  were  vigorously  scraped  with  a  curette,  for  the 
nodules  were  found  to  be  very  resistant.  By  these  proceedings 
most  of  the  nodules  were  removed,  and  the  skin  healed  without 
a  scar  where  the  curette  had  been  used,  and  only  a  linear  one 
just  at  the  naso-labial  fold  marked  the  site  of  the  excision,  so 
that  the  cheek  here  was  flattened  down,  and  took  away  from 
the  puffy  appearance  'she  had  previously  presented.  The 
result  was  so  good  that  subsequently  a  similar  strip  was 
removed  from  the  right  naso-labial  fold. 

Microscopical  examination  showed  that  the  lesions  on  the 
cheeks  were  adenoid  growths,  not  only  of  the  sebaceous  glands, 
as  the  name  would  indicate,  but  also  of  the  sweat  coils  and 
hair  follicles,  though  in  a  minor  degree.  The  larger  lesions  on 
the  forehead  were  older  growths,  and  the  greater  portion  of 
the  hair  follicles  and  other  appendages  of  the  skin  were 
replaced  by  fibrous  tissue,  only  fragments  of  the  appendages 
being  embedded  in  it.  The  lesions  on  the  back  were  shown  to 
be  fibromatous  growth  round  the  hair  follicles. 


PLATE  LXXXVII 


ADENOMA  SEBACEUM 


FOLLICULITIS  ET  MORBI  LINGUAE. 


rpHIS  Plate  represents  three  forms  of  Folliculitis  and  some 

diseases  of  the  surface  of  the  tongue,  which  those  who 
study  diseases  of  the  skin  encounter  from  time  to  time. 

Figure  1  illustrates  Anthracoid  Folliculitis,  or  carbuncular 
inflammation  of  the  lip.  H.  Y.,  cat.  69,  came  as  an  out-patient 
to  University  College  Hospital  on  March  27tli,  1880.  The 
swelling  in  the  upper  lip  came  gradually  about  four  months 
before,  with  considerable  tenderness  and  a  slight  discharge  of  pus. 
The  infiltration  was  hard,  purple  coloured,  and  at  first  extended 
along  the  whole  of  the  upper  lip  to  the  left  angle  of  the  mouth. 
There  was  burning  pain  with  shooting  exacerbations.  He  was 
admitted  into  the  Hospital  on  April  2nd.  The  right  side  of  the 
upper  lip  was  much  swollen,  oedematous,  and  very  painful,  with 
occasional  shooting  pains,  very  hard  to  the  touch  and  tender, 
and  ached  after  being  handled,  the  surface  of  the  infiltration 
was  deep  red  with  yellow  purulent  spots  from  which  pus  could 
be  squeezed ;  there  were  a  few  superficial  crusts,  and  in  one 
place  a  slight  excoriation  a  quarter  of  an  inch  square ;  the 
redness  extended  to  the  nostril  but  not  beyond  the  orifice. 

The  general  aspect  was  that  of  sycosis,  and  in  addition 
there  was  the  swelling  and  stony  induration.  There  was 
one  enlarged  gland  beneath  the  jaw.  Under  the  microscope 
the  fluid  squeezed  out  was  seen  to  consist  of  broken  down 
cellular  tissue,  infiltrated  with  leucocytes,  and  a  few  elastic 
fibres,  but  there  was  no  epithelial  element.  The  hair  was 
cut  short,  and  a  lotion  of  sodrn  bicarb.,  20  grains  to  the  ounce 
of  water,  constantly  applied  ;  rapid  improvement  ensued,  and 
by  April  8th  the  tenderness  and  swelling  had  diminished  so 
much  that  he  was  able  to  leave  the  Hospital. 

Figure  2  represents  a  Folliculitis  of  the  eyebrow  exactly 
like  that  known  as  sycosis  when  it  occurs  on  the  chin  and 
whiskers.  The  patient,  Henry  F.,  aged  23,  compositor,  came  to 
University  College  Hospital  on  June  3rd,  1893.  He  stated  that 
the  disease  had  existed  for  a  year  and  a  half,  that  it  had 
commenced  on  the  left  eyebrow  and  had  subsequently  attacked 
the  chin  and  then  the  right  eyebrow.  The  left  eyebrow  got 
well  and  remained  so  for  twelve  months  and  was  then  again 
attacked.  When  he  came  to  the  Hospital  the  right  eyebrow 
here  represented  was  worse  than  the  left,  the  whole  brow 
being  red,  scaly,  and  crusted  with  a  few  follicular  pustules ; 
on  the  chin,  there  were  more  pustules  than  on  the  eyebrows, 
but  in  other  respects  it  was  in  the  same  condition  ;  there  were 
a  few  follicles  affected  also  in  the  scalp  where  it  joined  the  sides 
of  the  face,  on  which,  together  with  the  neck,  there  were  also  a 
few  pustules.  The  patient  was  rather  anaemic,  but  did  not  show 
any  symptoms  of  lead  poisoning,  and  he  was  ordered  a 
perchloride  of  iron  mixture,  which  he  took  for  three  weeks 
before  local  treatment  was  ordered  ;  then  he  was  directed  to 
systematically  epilate  the  affected  parts  and  to  rub  in  some 
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diluted  nitrate  of  mercury  ointment.  This  treatment  was 
continued  for  six  weeks,  and  then  he  was  so  nearly  well  that 
he  ceased  to  attend  the  Hospital.  The  disease  was  doubtless 
due  to  infection  of  the  follicles  with  pus  cocci. 

Figure  3  shows  a  case  of  moderate  severity  of  what  used 
to  be  called  True  or  Non-parasitic  Sycosis,  but  which  is  now 
known  to  be  as  much  due  to  parasites  as  Tinea  Sycosis  (see 
Plate  XCI.,  Figures  3  and  4).  The  parasite  in  the  affection  now 
under  consideration  is  the  staphylococcus  aureus  et  albus, 
belonging  to  the  order  Schizomycetes,  and  the  affection,  path¬ 
ologically,  is  a  schizomycetic  or  coccogenic  sycosis,  while  the 
other  is  a  hyphomycetic  or  tinea  sycosis.  As  already  stated 
any  hairy  part  of  the  face  may  be  attacked  in  a  similar  way. 
The  affection  spreads  peripherally,  follicle  after  follicle  being 
invaded,  and  unless  properly  and  perseveringly  treated  will 
continue  for  years  and  considerable  scarring  be  produced  by 
the  suppurative  process,  hence  sometimes  the  term  lupoid  has 
been  applied  to  some  of  the  forms  of  the  disease. 

The  patient,  John  C.,  carman,  was  30  years  old.  He  came 
to  University  College  Hospital  on  February  6tli,  1892,  and 
stated  that  the  disease  began  a  year  previously  with  pustules  on 
the  right  side  of  the  face,  affecting  the  left  side  subsequently, 
it  was  spreading  gradually  on  both  sides,  but  when  seen 
the  left  was  the  worst  of  the  two.  At  the  upper  part,  the  skin 
was  slightly  infiltrated  and  scaly,  but  there  were  no  pustules ; 
there  were  some  small  pustules  at  the  lower  border.  The 
pustules  were  seated  at  the  hair  follicles,  and  many  of  the 
scaly  crusts  were  pierced  by  hairs.  He  was  told  to  pull  out 
the  hairs  over  the  affected  area,  and  rub  in  an  ointment  of 
resorcin,  gr.  xv.,  lanoline  and  oil,  31.,  night  and  morning. 
He  improved  considerably  under  this  treatment,  but  ceased 
attendance  before  he  was  quite  well. 

Figures  4  and  5  represent  Lichen  Planus  of  the  tongue 
and  cheek  in  what  may  be  considered  a  typical  case.  An 
extreme  instance  affecting  the  tongue,  palate,  and  lower  lip,  is 
represented  in  Figures  2  and  3  of  Plate  XXXII.  The  patient 
from  whom  the  present  figures  were  taken  was  a  gentleman, 
aged  29,  who  came  to  me  at  the  end  of  February,  1892,  with  a 
widespread  lichen  planus  of  the  trunk  and  limbs  in  papules 
and  small  patches.  He  was  a  strong  healthy  young  man  of 
athletic  habits,  and  the  only  conceivable  cause  was  a  chill 
after  getting  hot,  while  playing  football,  though  he  could  not 
recall  any  distinct  chill  to  his  remembrance.  The  eruption 
commenced  on  the  wrist  at  Christmas  1891,  then  extended  to 
the  palms  and  popliteal  spaces,  and  then,  gradually,  nearly  all 
over  the  upper  part  of  the  trunk  and  the  limbs.  There  were  a 
few  papules  on  the  glans  and  body  of  the  penis,  as  well  as  on 
the  tongue  and  buccal  mucous  membrane  as  depicted  in  the 
Plate.  The  patches  011  the  tongue  were  white,  looking  as  if 


they  were  dabbed  on  with  a  paint  brush,  while  on  the  buccal 
mucous  membrane  they  were  minute  white  specks,  as  if 
stippled  in.  Some  of  the  papules  on  the  body  and  limbs  were 
pale  red  and  slightly  scaly,  but  there  was  very  little  irritation, 
and  what  there  was,  had  only  been  experienced  during  the 
previous  fortnight. 

Figure  6  represents  the  condition  known  as  the  Smoker’s 
Tongue,  otherwise  known  as  Leucoplakia  and  Psoriasis  Linguae. 
The  last  is  a  misnomer,  as  it  is  not  in  any  way  related  to  true 
psoriasis,  the  term  having  been  probably  suggested  by  the 
characteristic  silvery  whiteness.  The  patient  was  a  fireman, 
and  had  been  in  the  navy,  but  there  was  no  reason  to  believe 
that  he  had  ever  had  syphilis,  which  he  positively  denied.  He 
had,  however,  always  been  a  very  heavy  smoker. 

Figure  7  represents  the  condition  that  has  been  described 
under  various  designations — such  as  Mapped  tongue,  Wander¬ 
ing  rash,  Geographical  tongue,  Ringworm,  Circulus  or  Annulus 
migrans.  None  of  these  names  are  very  satisfactory  for  the 
affection,  of  which  the  pathology  is  unknown.  The  disease 
begins  as  one  or  more  circular  patches,  at  first  about  a  quarter 
of  an  inch  in  diameter,  smooth,  red  from  slight  denudation  of 
the  epithelium,  with  a  whitish  border  formed  by  the  slightly 
swollen,  otherwise  normal  epithelium  which  bounds  it.  The 
ring  enlarges  rapidly,  and  meeting  with  others  a  considerable 
area  of  superficial  denudation  is  produced,  of  which  the  figure 
affords  a  good  example.  The  eruption  is  fairly  common  in 
children  with  gastro-intestinal  catarrh,  but  it  is  rather  un¬ 
common  in  adults.  The  phenomena  recur  frequently,  and  thus 
the  disease  may  last  for  many  years. 

The  patient,  Louisa  B.,  aged  26,  was  sent  to  me  by  Dr. 
Dudley  Buxton.  She  had  been  subject  to  the  eruption  on  the 
tongue  for  the  last  two  years.  It  always  began  on  the  tip  of 
the  tongue,  and  travelled  in  rings  or  gyrations  all  over  the 
dorsum.  She  suffered  much  from  dyspepsia,  and  sweets  or 
fish  were  especially  liable  to  reproduce  the  tongue  affection. 

Figure  8  shows  the  tongue  of  a  woman  with  the  condition 
which  has  been  called  Xerostomia,  or  “  Dry  mouth,”  in  which 


the  salivary  secretion  appears  to  be  completely  absent,  and 
only  a  slight  stickiness  of  the  mucous  membrane  from  scanty 
mucus  is  present.  The  pharynx  and  buccal  mucous 
membrane  have  a  dry  glazed  appearance,  and  the  tongue  feels 
quite  dry  to  the  touch,  but  is  not  always  so  fissured  as  in  the 
present  case.  The  patient,  Rose  R.,  cet.  40,  was  admitted  into 
University  College  Hospital  on  August  21st,  1892,  with  a 
gangrenous  eruption  on  the  trunk  and  limbs.  On  admission 
she  was  observed  to  be  thin  and  very  old  looking  for  her  age,  as 
her  mouth  was  sunk  in,  from  her  having  lost  all  her  teeth  from 
the  age  of  30  years.  This  led  to  further  enquiry,  and  she  was 
found  to  have  xerostomia ;  she  remembered  that  her  mouth 
had  been  dry  for  some  years,  but  she  could  not  say  how 
long.  Salivary  secretion  was  entirely  absent,  but  she  could 
shed  tears.  The  tongue  was  dry,  red,  and  deeply  fissured  in 
squares  like  lizard  skin,  except  on  the  tip,  left  side  and  back, 
where  the  surface  was  quite  smooth. 

The  eruption  for  which  she  came  to  the  Hospital,  consisted 
of  gangrenous  lesions,  like  those  seen  in  infants  in  the  so-called 
varicella  gangrsenosa  and  other  conditions  ( see  Plate  XLII., 
Figure  1).  The  lesions  were  irregularly  distributed  over  the 
whole  body  and  limbs,  but  in  various  stages.  Subsequently, 
while  in  the  Hospital,  the  face  was  also  attacked,  producing 
considerable  disfigurement,  and  in  a  third  outbreak  she  had 
ulceration  of  the  soft  palate  and  some  ecthymatiform  lesions 
suggestive  of  syphilis,  so  that  mercury  was  given  and  the 
lesions  all  healed  comparatively  rapidly,  presumably  under  its 
influence.  She  got  quite  well  after  many  weeks’  treatment, 
but  was  much  scarred  on  the  face  and  body.  She  stated  that 
after  weaning  her  last  child,  14  years  before  admission,  she 
had  been  liable  to  abscesses  about  the  vagina,  and  had 
been  in  bed  with  one  of  them  a  month  before  admission, 
and  the  gangrenous  spots  began  on  the  legs  while  in  bed. 
There  was  no  history  of  syphilis  in  herself,  husband,  or 
children. 

Figure  9  represents  the  condition  of  the  tongue  with 
leprotic  nodules,  of  the  case  whose  history  is  given  with  Plate 
IX,  and  which  need  not  therefore  be  repeated  here. 


PLATE  LXXXVIII. 


Fig.  i.  ANTHRACOID  FOLLICULITIS. 


Fig.  2.  COCCOGENIC  FOLLICULITIS. 


Fig.  6.  SMOKER’S  TONGUE  (so-called  PSORIASIS  LINGUAE). 


Fig.  9.  LEPRA  OF  TONGUE. 
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ALOPECIA  AREATA. 


Synonym:  AREA  CELSI ;  TINEA  DECALVANS. 


|JNDER  the  title  of  Alopecia  Areata  are  comprised  those 
forms  of  acutely  produced  baldness  in  which  there  is 
complete  denudation  of  the  affected  part.  It  usually  com¬ 
mences  in  round  patches  which  may  spread  into  large  areas, 
partly  by  the  peripheral  increase  of  the  component  patches,  and 
partly  by  their  coalescence,  and  in  the  more  aggravated 
cases,  fresh  foci  are  continually  forming  until  there  may  be 
denudation  of  hair  over  the  body.  There  are  at  least  four 
classes  of  cases  recognisable,  the  first  three  of  which  are  rare 
compared  to  the  fourth.  In  the  first,  are  the  universal  cases 
often  of  very  rapid  development ;  in  the  most  extreme  cases 
the  whole  of  the  hair  may  be  swept  off  in  a  few  days,  without 
patches  being  primarily  formed,  or  the  denudation  may  com¬ 
mence  in  patches  and  is  then  somewhat  slower  in  develop¬ 
ment  ;  the  second  class  comprises  cases  in  which  one  or  more 
patches  of  baldness  are  formed  in  the  course  of  a  nerve  or  on 
the  site  of  an  injury ;  the  third  includes  cases  with  small  patches 
atrophically  depressed  below  the  surface,  which  Neumann 
called  Alopecia  Circumscripta ;  the  fourth  class  is  the  common 
type  and  comprises  probably  ninety-five  per  cent,  of  the  whole. 
It  occurs  in  either  patches  or  bands  of  irregular  distribution, 
which,  in  the  majority  of  the  cases,  is  confined  to  the  scalp,  but 
not  infrequently  attacks  the  hairy  portions  of  the  face  and 
sometimes  other  regions  of  the  body.  All  are  agreed  that  the 
first  three  classes  are  tropho-neuroses,  while  there  is  much  dis¬ 
pute  as  to  the  pathology  of  the  fourth,  but  in  my  opinion  it  is 
of  parasitic  origin.  The  present  Plate  illustrates  the  two  main 
forms  of  this  fourth  class,  to  which  it  would  be  well  to  restrict 
the  term  of  Alopecia  Areata.  The  patch  form  is  by  far  the  most 
common  and  characteristic.  At  first  the  patches  are  circular 
and  frequently  form,  without  the  patients  knowledge,  to  the 
size  of  a  sixpence  or  a  shilling,  subsequently  spreading  at  the 
border  until  they  have  reached  the  size  of  those  in  the  figure, 
whilst  by  coalescence,  which  is  evidently  impending  in  the  case 
before  us,  they  may  attain  to  any  size.  The  affected  skin  is 
preternaturally  white,  is  thinner  from  the  wasting  away  of  so 
many  hair  bulbs,  pits  slightly  on  pressure  from  loss  of 
elasticity,  and  is  less  sensitive  to  irritants  than  the  normal 
skin.  As  long  as  the  disease  is  in  an  active  condition  there 
are  to  be  found  at  the  spreading  margin  of  the  patch 
straight  stumps  of  hair  from  an  eighth  to  a  third  of  an  inch 
long  which  in  shape  are  comparable  to  a  !,  the  free  end  being 
thicker  than  the  point  of  insertion  owing  to  the  hair  having 
broken  off  short  just  above  the  surface,  while  the  atrophied 
root  has  been  gradually  extruded.  Such  stumps  come  out 
almost  with  a  touch  and  fall  out  spontaneously  in  a  few  days. 
The  hair  round  a  balcl  area  is  loose  and  can  be  pulled  out  in 
small  tufts,  and  from  this  and  the  presence  of  these  !  stumps 
we  may  judge  whether  the  disease  is  spreading  or  not.  The 
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patient  from  whom  Figure  1  was  taken  was  a  young  man 
aged  23,  employed  as  telegraphist.  The  disease  had 
commenced  as  usual  on  the  occipital  region  about  two  months 
before  he  came  to  the  Hospital  on  July  22nd,  1893.  He  was 
a  perfectly  healthy  young  man  and  not  conscious  of  any  cause 
for  the  disease.  A  liniment  consisting  of  perchloride  of 
mercury,  3  grains,  spirit  of  wine,  3i,  and  turpentine,  3vii,  was 
ordered  to  be  rubbed  in  with  the  finger  on  and  round  the 
patches  night  and  morning.  This  was  continued  up  to 
September  23rd,  and,  although  much  had  been  done  to  arrest 
the  disease,  all  the  patches  had  not  ceased  to  spread,  and  on 
September  23rd  he  was  ordered  an  ointment  of  chrysarobin, 
3ss,  ad  ip  is,  ^i.  This  created  considerable  irritation  of  the 
skin  and  from  time  to  time  he  had  to  rest  or  use  the  first 
liniment  for  a  time.  Under  this  treatment  not  only  did 
the  baldness  cease  to  spread,  but  new,  fine  downy  hair 
sprang  up  over  the  bald  patches,  contrasting,  by  the 
absence  of  pigment,  with  the  remaining  old  hair,  but  as 
time  went  on  the  growths  became  more  vigorous,  pigment 
returned,  and  the  patient  entirely  recovered  in  about  ten 
months  from  the  commencement  of  the  disease. 

Figure  2  represents  the  band  form  of  Alopecia  areata, 
which  is  much  less  common  than  the  form  just  described. 

The  patient,  Sarah  P.,  aged  46,  first  came  to  University 
College  Hospital  on  January  30tli,  1889.  She  had  had  an 
attack  of  Alopecia  areata  twelve  years  previously,  which  had 
then  commenced  in  patches  on  the  top  of  the  head  and  had  not 
formed  a  band,  as  in  the  present  attack.  It  lasted  three  years 
altogether  before  she  entirely  recovered  her  hair,  from  which 
time  she  had  remained  well  until  six  months  before  she  came 
to  the  Hospital.  This  attack  had  commenced  in  patches  on  the 
left  side,  then  after  some  time  it  attacked  the  right  side,  and 
had  then  gradually  extended  all  round  the  head  until  it 
formed  a  perfectly  smooth,  white,  bald  surface  about  two 
inches  wide.  She  had  in  addition  a  single  oval  patch  over 
the  left  parietal  region.  No  cause  could  be  assigned  for  the 
disease.  There  was  nothing  in  her  general  health  to  account 
for  it  nor  had  she  suffered  any  of  the  disorders  which  often 
attend  the  climacteric. 

The  patient  had  treatment  somewhat  on  the  same  lines  as 
in  the  previous  case,  but  it  varied  as  to  detail  considerably  from 
time  to  time :  but  although  she  persevered  assiduously,  in 
December  1894  there  had  been  only  partial  restoration,  the 
bands  having  become  somewhat  narrower  from  a  certain  amount 
of  growth  at  the  upper  border  of  the  band  nearly  all  round. 
This  failure  is  partly  to  be  ascribed  to  the  age  of  the  patient, 
and  partly  perhaps  that  regeneration  in  the  band  form  is  more 
frequently  imperfect  than  in  the  patch  form. 


•  v  - 


PLATE  LXXXIX 


DISEASES  OF  THE  NAILS. 


TAISEASES  of  the  nails  are  nearly  always  due  to  disease 
^  of  the  matrix,  and  there  may  be  hypertrophy,  or  atrophy 
of  the  nail  substance,  inflammation,  acute  or  chronic,  or 
there  may  be  trophic  changes  of  unknown  cause,  producing 
alteration  of  its  colour,  shape,  or  texture.  Chronic  inflamma¬ 
tions  of  the  matrix  lead  to  loss  of  polish  of  the  nail,  a  dirty 
yellowish  discoloration,  pitting  or  transverse,  less  frequently 
vertical  grooving,  and  the  nail  may  be  either  thinned  or 
thickened,  in  the  latter  case  being  often  fibrous-looking  and 
of  looser  texture  than  the  healthy  nail,  but  sometimes  denser 
than  usual. 

These  changes  are  most  frequently  seen  in  patients 
suffering  from  eczema,  psoriasis,  or  syphilis,  but  it  is  seldom 
that  the  nature  of  the  chronic  inflammation  can  be  diagnosed 
from  the  nails  alone,  in  the  absence  of  an  eruption  in  other  parts. 

Several  varieties  of  the  changes  consequent  on  chronic 
inflammation  of  the  matrix  are  here  given,  but  there  are 
many  other  alterations  of  a  somewhat  similar  nature. 

Figure  1  represents  a  Chronic  Eczematous  Onychitis  of 
an  unusual  kind. 

George  W.,  cet.  59,  was  admitted  into  University 
College  Hospital  on  January  3rd,  1887.  The  patient  had 
had  several  previous  attacks  of  eczema,  was  subject  to  gout, 
and  had  had  albuminuria,  but  this  had  disappeared.  There 
had  been  slightly  red,  scaly,  ill-defined  patches  over  the 
greater  part  of  the  body,  but  the  disease  was  most  marked 
over  the  hands  and  feet. 

The  palms  were  dry,  with  yellowish  white  scaliness,  and 
the  epidermis  was  split  in  the  natural  lines,  but  not  deeply. 
The  flexor  aspect  of  the  fingers  was  covered  with  a  dense, 
yellowish-white,  scaly  crust,  occupying  nearly  the  whole  of 
the  palmar  surface,  except  the  tips  of  the  forefingers  and 
thumbs.  The  back  of  the  hand  was  free,  but  the  phalanges 
of  all  the  fingers  were  crusted,  as  in  the  drawing,  while  the 
skin  round  was  of  a  purplish  red  tint.  When  the  scaly 
crust  over  the  matrix  of  the  nail  was  removed,  the  papillae 
beneath  were  seen  to  be  hypertrophied  and  bleeding.  There 
was  a  disagreeable  odour  from  the  decomposed  epithelium. 
The  feet  were  not  so  bad  as  the  hands,  and  the  toe  nails 
were  unaffected. 

The  nails  of  the  hand  were  split  vertically  from  base 
nearly  to  apex,  and  had  also  a  tendency  to  split  into  lamellae. 
The  vertical  split  formed  a  triangle  with  the  base  at  the 
proximal  end,  and  exposed  the  bed  of  the  nail  as  a  whitish, 
dense,  but  brittle  substance.  What  remained  of  the  nail 
blade  was  of  a  dirty  yellowish  colour,  had  lost  all  its  lustre, 
and  was  rough,  pitted  and  split  into  layers. 

The  fingers  were  wrapped  up  in  an  ointment  of  salicylic 
3j.,  lanolin  3vj.,  ol.  olivrn.  opt.  gij.  This  softened  the  epithelial 
crusts  over  the  fingers,  and  after  a  time  made  them  sore, 
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but  boric  acid  ointment  soon  relieved  that,  and  the  salicylic 
acid  was  renewed.  Very  marked  improvement  ensued,  and 
the  new  part  of  the  nail  was  growing  healthily  when  he 
left  the  Hospital. 

He  had  an  acute  attack  of  gout  in  the  great  toe  while 
in  the  Hosjntal. 

Figure  2  represents  the  nails  of  a  woman,  cet.  44,  who  had 
had  psoriasis  of  the  left  hand  for  twenty-three  years.  The 
nails  were  enormously  thickened  (onychauxis)  and  raised  up 
from  their  bed  by  epithelium,  which  had  accumulated  beneath 
them.  The  middle  and  forefinger  nails  were  over  half  an 
inch  thick,  while  that  of  the  little  finger  was  compressed 
laterally  and  looked  like  a  horny  peg.  The  ring  finger  was 
not  thickened  like  the  rest,  but  there  was  quite  as  much 
accumulation  of  epithelium  beneath  it.  The  thumb  nail 
was  thicker  than  any  of  them,  and  projected  so  much  that  it 
had  been  torn  off  more  than  once.  This  overgrowth  is  called 
onychogryphosis.  There  was  hyperidrosis  of  both  hands. 
The  palmar  surface  of  this  hand  is  represented  in  Plate  XXIV., 
Figure  2,  and  the  full  history  of  the  case  is  given  there. 

Figure  3  represents  a  form  of  atrophy  which  I  have 
described  as  spoon  nails.  In  this  condition  the  nails  are 
much  thinned,  and  concave  instead  of  convex. 

The  patient,  Fanny  G.,  was  aged  50  years.  She  stated 
that  the  nails  had  been  affected  for  between  three  and  four 
years,  and  she  had  small  patches  of  lichen  planus  scattered 
about  the  limbs,  which  had  appeared  about  the  same  time 
as  the  nail  changes.  The  nails  were  quite  smooth  and  not 
discoloured,  but  were  very  thin  and  soft,  and  presented  a 
deep  depression  in  the  centre,  while  the  borders  were  everted 
and  detached.  She  was  rather  a  thin,  worn-looking  woman, 
but  had  no  organic  disease.  Her  son  was  attending 
the  Hospital  with  a  widespread  attack  of  lichen  planus,  but 
there  is  no  reason  to  believe  that  there  is  any  direct  con¬ 
nection  with  lichen  planus,  but  there  is  some  probability 
that  it  is  connected  with  rheumatism  in  some  cases,  and  it 
has  also  been  seen  in  many  members  of  the  same  family  for 
two  generations. 

Figure  4  is  from  a  case  of  chronic  onychitis  in  which  the 
cause  could  not  be  ascertained.  The  patient  was  a  healthy 
man,  cet.  26.  Some  of  the  nails  were  completely  and  others 
partially  separated  from  their  bed,  pitted  and  discoloured, 
of  a  dirty  yellow. 

Figure  5  is  from  the  case  of  Charlotte  H.,  cet.  26,  who  was 
suffering  from  a  follicular  psoriasis  of  general  distribution, 
which  is  represented  in  Plate  XXVI.,  and  the  history  of 
the  case  is  there  related. 


Figures  6  and  7  are  due  to  onychitis  associated  with 
psoriasis.  Joseph  N.,  aged  35,  was  admitted  into  University 
College  Hospital  on  November  5th,  1892.  He  had  suffered 
from  rheumatoid  arthritis  for  several  years,  and  for  the  last 
two  had  been  quite  disabled.  On  admission,  the  disease  was 
most  marked  on  the  elbows  and  knees,  wrists  and  knuckles, 
the  right  hand  being  much  more  deformed  than  the  left.  A 
large  portion  of  the  cutaneous  surface  was  covered  with  an 
eruption  which,  although  referable  to  psoriasis,  had  not  the 
typical  characters  of  that  disease.  The  thighs  were  covered 
with  a  thick,  scaly  encrustation  on  a  reddened  base,  chiefly 
on  the  extensor  aspect.  It  extended  with  some  free  intervals 
over  the  knees,  as  far  as  the  lower  third  of  the  leg,  then  it 
became  continuous,  extending  over  the  whole  dorsum  of  the 
foot,  but  the  sole  was  only  slightly  affected ;  the  nails  were 
quite  gone,  and  there  had  been  an  offensive  discharge  from 
the  toes.  The  inflammatory  base  on  which  the  encrustation 
was  placed  is  nowhere  very  intensely  red,  the  congestion  being 
most  marked  at  the  knees,  and  elsewhere  is  only  slight. 
The  trunk  is  free,  except  the  lower  part  of  the  back  and 
buttocks,  where  there  is  almost  a  continuous  area  of  eruption, 
less  crusted  but  with  more  redness  than  on  the  lower  limbs. 
On  the  upper  limbs,  the  encrustation  is  very  marked ;  on 
the  elbow,  along  the  ulnar  border  of  the  forearm  and  the 
little  finger.  It  extends  also  to  the  second,  third,  and 
fourth  knuckles  and  their  respective  fingers.  There  was 
very  little  eruption  on  the  thumb  and  back  of  the  left  hand, 
but  on  the  right  it  extended  half  way  over  the  back  of 
the  hand  and  over  all  the  knuckles  except  the  index 
finger. 

The  nails  were  all  enormously  thickened,  yellowish  in  colour, 
and  irregular  in  shape,  forming  thick,  horny  masses  with 
roughened  surfaces,  except  those  of  the  second  finger  and  the 
thumb  of  the  right  hand.  The  patient  sa}^s  that  all  the  nails 
came  off  in  the  summer,  and  had  not  been  restored  on  the  toes, 
but  had  grown  as  described  on  the  hands.  He  has  consider¬ 
able  hyperidrosis  of  the  hands,  and  sweats  a  good  deal  on 
the  body.  He  was  very  ill  with  constant  vomiting  and 
pain  in  the  joints,  and  the  decaying  epithelium  on  the  feet 
gave  out  a  nauseous  odour.  Carbolized  oil  was  applied  and 
removed  the  fcetor,  and  linimentum  calaminse  was  applied 
on  bandages  to  the  limbs,  and  salicylate  of  soda  was  given 
internally.  Ultimately,  after  the  treatment  had  been  pursued 
for  more  than  a  month,  all  the  psoriasis  eruption  was  cured, 
the  vomiting  was  stopped,  and  he  had  less  joint  pains ;  but 
as  he  was  hopelessly  crippled  with  the  rheumatoid  arthritis 
he  was  sent  to  the  Union  Infirmary. 

Figure  8  is  an  example  of  another  form  of  trophic  change 
in  the  nails.  The  patient  was  a  boy,  cet.  12  years,  and  the 
history  was  that  for  the  last  twelve  months  the  nails  of  all  his 
fingers  have  been  gradually  getting  soft,  and  very  rough  and 
fibrous-looking ;  the  nail  substance  was  thinned,  and  they  all 
had  a  central  ridge,  with  a  shallow  groove  on  each  side, 
looking,  as  a  whole,  as  if  the  polished  surface  had  been  peeled 
off.  He  had  not  been  out  of  health,  except  that  a  year 
previously  he  had  had  ringworm  of  the  head,  for  which  he 
was  treated  at  the  Middlesex  Hospital  for  six  months.  There 
was  no  trace  of  it  when  he  came  to  the  University  College 
Hospital,  and  there,  was  no  fungus  to  be  found  in  nail 
scrapings,  nor  did  the  appearance  suggest  Tinea  Unguium, 
which  is  represented  in  Figure  11.  The  boy  had  habitually 
cold  hands,  but  had  no  other  skin  lesion  or  defect  of  health. 
The  big  toe  nails  were  beginning  to  be  affected. 


Figure  9  represents  the  nails  of  a  patient,  Mrs.  B.,  cet.  56, 
who  was  suffering  from  seborrhceic  eczema  of  the  scalp  and 
eczema  palmse.  The  condition  of  the  scalp  is  represented  in 
Plate  LXXX.,  Figure  1,  with  which  the  history  is  given.  The 
palms  were  subsequently  affected.  They  were  very  red  and 
swollen,  with  cracking  of  the  epidermis  and  great  pain  on 
movement.  The  nails,  as  the  figure  shows,  were  discoloured 
and  of  a  dirty  yellow,  had  lost  their  polish,  and  were  minutely 
pitted. 

Figures  10  and  11  show  the  condition  of  the  nails  of  an 
infant  with  recurrent  bullous  dermatitis,  and  are,  therefore, 
the  result  of  an  acute  onychitis. 

Florence  P.,  cet.  16  months,  was  sent  to  me  by  Dr.  Voelcker 
on  November  26th,  1892. 

The  eruption  first  appeared  when  the  child  was  a  year 
old,  about  two  months  after  vaccination.  It  began  simul¬ 
taneously  on  the  hands  and  eyebrows,  then  on  the  feet 
successively.  It  first  appeared  as  a  large  red  spot,  which 
became  white  from  subcutaneous  effusion  of  the  fluid,  and 
spread,  but  the  mother  said  there  was  no  blister  or  fluid 
beneath.  She  at  first  thought  it  was  a  burn.  When  the 
child  was  brought,  the  palms  and  soles  were  affected,  but  the 
palms  and  left  sole  were  nearly  well.  The  principal  disease 
was  on  the  heel,  and  ball  of  the  right  foot,  and  the  toes,  as 
represented  in  the  drawing.  The  ball  of  the  foot  was  occupied 
by  a  yellowish  horny  patch,  which  felt  as  if  there  was  fluid 
beneath.  On  the  border  of  the  heel  patch,  which  was  also 
horny,  but  which  did  not  suggest  fluid  underneath,  there  was 
a  lesion  three-quarters  of  an  inch  long,  and  a  quarter  of  an 
inch  wide,  with  a  narrow  red  border,  and  a  whitish  yellow 
horny  surface,  which  the  mother  said  was  typical  of  the  lesions 
generally.  On  pricking  the  larger  anterior  patch,  a  small 
quantity  of  pus  could  be  pressed  out.  All  the  toe  nails  were 
also  affected.  They  were  very  thin,  discoloured,  of  a  dirty 
green  grey,  and  raised  up  almost  at  right  angles,  the 
interval  being  filled  with  horny  matter.  The  finger  nails  were 
unaffected.  The  eruption  had  appeared  on  the  buttocks  and 
forehead,  but  when  seen  was  well  in  those  parts.  The  palms 
and  soles  have  also  seemed  well  on  several  occasions,  but  in 
about  a  fortnight  the  disease  has  always  recurred.  There  was 
no  reason  to  suspect  syphilis. 

Figure  12  represents  the  nails  in  a  case  of  Tinea  Unguium. 
The  illustration  shows  the  nails  split  longitudinally  and  into 
layers,  owing  to  the  permeation  of  the  mycelium  and  spores 
between  them.  The  nails  were  also  lustreless  and  discoloured, 
like  Figures  6  and  7.  The  drawing  for  this  figure  was  kindly 
given  to  me  by  Dr.  Alfred  Sangster. 

Figure  13  represents  the  nails  in  a  case  of  general  con¬ 
genital  atrophy  of  the  skin,  and  the  case  is  of  sufficient  interest 
to  be  described  in  detail. 

Beatrice  R.,  aged  5  years,  was  brought  to  University  College 
Hospital  on  August  8th,  1894.  The  mother  stated  that  she  was 
born  at  full  term,  and  that  the  skin  then  was  in  the  same  con¬ 
dition  as  at  present,  except  that  she  had  neither  hair  nor  nails  ; 
the  nails  began  to  grow  within  a  week  after  birth,  the  hair  hardly 
grew  at  all  until  she  was  three  years  old,  and  some  months 
later  the  occiput  was  still  quite  bald,  and  the  skin  then,  as  it 
was  at  birth,  was  said  to  have  a  thin  tissue-like  appearance. 
During  the  first  year  of  life,  small  blisters  appeared  on  the 
fingers  and  toes,  which  increased  in  size  and  ultimately  burst 
and  festered,  but  somewhat  later  the  blisters  appeared  in  the 


groins  and  genitalia,  and  followed  the  same  course  as  the  rest. 
From  birth  the  action  of  the  bowels  had  always  been  attended 
with  pain,  apparently  due  to  a  fissure.  The  teeth  appeared  at 
the  ordinary  time,  and  she  walked  and  talked  within  sixteen 
months.  Up  to  the  age  of  two  and  a-half  to  two  years,  the 
child  was  ravenous  for  food  and  would  drink  anything,  but 
since  she  has  been  three  years  old  she  has  not  taken  more 
than  an  average  child,  and  has  always  disliked  sweets.  The 
father  and  mother  and  two  other  children,  aged  six  and  three 
and  a-half  years  respectively,  are  perfectly  healthy,  and  there 
was  no  other  similar  instance  in  the  family.  The  mother 
attributes  its  condition  to  a  fright  she  had  a  month  before  its 
birth.  On  admission,  when  the  child  was  stripped,  the  general 
aspect  was  that  of  a  xerodermatous  skin,  but  on  closer  ex¬ 
amination  it  was  found  to  be  perfectly  smooth,  and  was  thinned 
instead  of  thickened,  and  the  whole  surface,  especially  on  the 
limbs,  was  very  finely  wrinkled.  The  cheeks  had  a  yellowish 
tinge,  and  were  quite  smooth  to  the  touch,  and  the  skin  was 
easily  pinched  up  both  here  and  in  every  other  part  of  the  body. 
On  the  forehead  were  some  white  patches  the  size  of  a  hemp  seed, 
which,  just  above  the  root  of  the  nose,  have  aggregated  nearly 
into  one,  but  close  inspection  shows  that  they  are  still  separate. 
There  is  minute  wrinkling  of  the  thin  skin  of  the  forehead  and 
lips,  and  especially  of  the  upper  lip,  in  radiating  lines  round 
the  mouth.  The  general  wrinkling,  however,  was  most  marked 
on  the  limbs  where  the  xerodermatous  aspect  is  closely  simu¬ 
lated  to  the  eye  but  not  to  the  touch.  The  wrinkling  was  also 
very  marked  on  the  backs  of  the  hands,  and  was  in  longitudinal 
folds  on  the  palmar  surface  of  the  fingers  ;  on  the  palms  them¬ 
selves  the  skin  was  also  thin,  but  not  in  such  folds  as  on  the 
fingers.  The  sweat  orifices  were  not  arranged  on  the  ridges 
which  are  observable  in  normal  skin,  but  when  examined  with 
a  lens  the  whole  surface  was  uniformly  covered  with  minute 

pits,  without  any  arrangement  either  on  the  tips  of  the  fingers 
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or  on  the  palm.  The  soles  were  in  much  the  same  condition, 
except  that  on  the  tread,  both  of  the  heel  and  of  the  ball  of  the 
foot,  there  were  numerous  yellowish  millet-seed  depressions, 
which  could  be  both  seen  and  felt,  and  were  like  depressed 
corns ;  these  extended  from  the  back  of  the  heel  to  about  an 
inch  up.  Bullae  still  appeared  occasionally  on  the  hands.  On 
the  neck  there  were  a  few  pea-sized  yellowish  spots  not  per¬ 
ceptible  to  the  touch,  perhaps  thinned,  and  there  were  a  few 
white  atrophic  spots  scattered  about  the  back.  The  ears  were 
of  normal  shape,  she  had  scarcely  any  eyebrows,  had  fair  hair, 
grey  eyes,  and  there  was  nothing  abnormal  in  the  hair  of  the 
head.  The  teeth  were  sound  and  good,  the  features  were 
regular,  the  child  was  small  but  well  formed,  and  she  was 
3  feet  2  inches  high.  All  the  finger  nails  and  the  big  toe  nails 
were  discoloured  and  almost  black  for  about  two-thirds  of  their 
length  from  the  distal  end,  and  the  right  thumb  and  both  large 
toe  nails  were  affected  all  the  way  down  in  transverse  lines  of 
white  or  grey  and  black,  and  they  were  slightly  ridged.  Even 
where  they  were  not  so  much  discoloured  near  the  free  end, 
they  were  of  a  dirty  yellowish  hue.  The  toes  were  somewhat 
red  at  the  backs,  but  on  the  whole  the  wrinkling  was  not  so 
marked  on  the  feet  as  it  was  on  the  hands.  Everywhere,  not 
excepting  the  palms,  the  skin  was  very  readily  pinched  up,  and 
the  loss  of  elasticity  was  very  marked.  There  was  nowhere 
any  sign  of  the  skin  having  shrunk,  nor  was  it  in  any  part 
adherent  to  adjacent  tissue.  The  gums  were  very  red  and 
spongy,  but  for  some  reason  the  child  had  scarcely  any 
vegetable  food  given  it,  and  there  was  evidently  a  slight 
condition  of  scurvy  present.  Under  a  proper  dietary,  tonics, 
and  thyroid  tablets,  the  child  improved  considerably,  the 
symptoms  of  scurvy  disappeared,  the  child  gained  flesh  and 
filled  out  considerably,  and  the  wasted  aspect  of  the  skin 
became  less  conspicuous ;  but,  of  course,  the  thinning  of  the 
skin  remained  unchanged. 
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FAVUS  ET  TINEA  SYCOSIS. 


YYTHILST  ring-worm  is  such  a  common  disease  in  England 
as  to  almost  amount  to  a  plague  among  the  school 
children  of  the  poorer  classes,  Favus  is  one  of  the  rarest 
of  vegetable  parasitic  diseases,  and  amongst  the  few  cases 
seen,  the  majority  are  in  the  children  of  foreign  emigrants. 
In  Scotland,  on  the  other  hand,  it  is  fairly  common,  and  in 
many  parts  of  the  European  continent  it  is  almost  as  common 
as  ring- worm  is  here.  Except  in  cases  of  very  long  standing 
the  disease  is  a  very  distinctive  one.  The  sulphur-coloured 
cup-shaped  discs,  which  are  well-shown  in  the  Plate,  are 
easily  recognisable,  and  their  concentric  rings  mark  the  stages 
of  peripheral  growth  of  the  fungus  elements,  of  which,  with 
the  exception  of  a  little  epithelial  debris ,  it  is  entirely  com¬ 
posed.  At  its  commencement  a  very  small,  yellow  disc, 
pierced  by  a  hair,  imbedded  in  the  rete,  is  all  that  is  to  be  seen, 
but  as  it  grows  the  edge  projects  more  than  the  centre,  and 
thus  a  cup  is  produced.  The  majority  of  isolated  caps  do  not 
exceed  a  third  of  an  inch,  but  a  diameter  of  three-quarters 
of  an  inch  may  be  reached,  and  by  coalescence  large  areas 
of  the  scalp  may  be  covered.  These  large  incrustations  often 
lose  their  yellow  tint,  and  a  mortar-like  mass  results.  The 
growth  of  the  fungus  extends  to  some  degree  vertically,  as 
well  as  horizontally,  and  by  the  pressure  it  exerts  leads  to 
atrophy  of  the  skin,  which  assumes  a  thinned  cicatricial  aspect 
entirely  and  permanently  denuded  of  hair. 

A  thinned,  cicatricial  baldness  in  a  young  person  with 
yellow  or  dirty  white  incrustation  of  the  adjoining  parts 
should  always  suggest  a  search  for  Favus.  The  hair  appears 
dry,  lustreless,  split,  and  brittle,  and  where  it  is  surrounded 
by  fungus  can  be  easily  pulled  out,  but  there  are  no  irregular 
stumps  like  those  characteristic  of  ring- worm.  There  is  a 
very  characteristic,  peculiar  odour,  compared  to  that  of  a 
mouse  or  to  musty  straw. 

The  disease  is  very  slowly  progressive,  and  may  last  for 
any  number  of  years  if  not  adequately  treated,  until  in  fact 
there  are  no  more  hairs  to  be  attacked.  The  non-hairy  skin 
may  also  be  involved,  as  shown  in  Figure  2,  and  in  neglected 
cases  every  region  may  be  invaded  until  the  greater  part 
of  the  body  becomes  involved. 

As  a  rule,  the  crusts  and  general  appearance  of  Favus 
on  the  body  resemble  the  disease  as  seen  on  the  scalp,  but 
there  may  be  also  round,  red,  scaly  patches,  like  those  of 
Tinea  Circinata,  but  the  centre  does  not  clear  up  so  completely 
as  in  most  cases  of  Tinea  Circinata,  remaining  scaly,  though 
paler  and  less  elevated  than  the  margin,  which  may  be  smooth, 
papular,  or  vesicular.  The  nails  are  also  liable  to  the  invasion 
of  the  fungus,  which  is  named  Achorion  Schonleinii. 

The  treatment  of  Favus  is  conducted  on  much  the  same 
lines  as  that  for  Tinea  Tonsurans,  but  epilation  is  much  more 
easily  carried  out,  as  the  affected  hair  can  be  removed,  as 
Kaposi  recommends,  by  seizing  the  hair  between  the  thumb 
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and  a  spatula,  and  removing  all  that  can  be  pulled  out  with 
the  moderate  force  which  can  be  thus  exerted.  Some  of  the 
numerous  vegetable  parasiticides  in  vogue  for  Tinea  Tonsurans 
may  then  be  rubbed  in.  While  much  perseverance  in  old 
standing  cases  is  required,  as  well  as  watchfulness  for 
recrudescences  after  apparent  cure,  on  the  whole,  in  my 
experience,  Favus  is  more  amenable  to  treatment  than  chronic 
ring- worm,  but  some  authors  hold  a  contrary  opinion. 

Figure  1  represents  Favus  of  the  head  in  an  English 
boy  of  13  years  old,  the  son  of  a  labourer,  who  came  under 
my  care  at  University  College  Hospital  in  May  1889.  The 
disease  had  existed,  the  mother  said,  from  the  age  of  3 
months,  appearing  soon  after  vaccination,  to  which  it  was 
therefore  ascribed  by  the  mother.  Both  the  mother  and  child 
were  clean,  and  superior  to  their  social  position  in  appearance, 
most  Favus  patients  being  dirty  and  uncared  for.  The  disease 
affected  almost  the  whole  of  the  scalp,  with  extensive  atrophic 
scarring  all  over  the  vertex,  but  there  was  some  hair  on  the 
temples  and  a  good  fringe  of  hair  behind.  The  Favus  masses, 
when  quite  recent,  were  convex,  millet-seed  sized,  sulphur- 
yellow  bodies,  with  a  central  depression  where  the  hair  pierced 
it.  Those  larger  were  cup-shaped  up  to  the  diameter  of  two- 
thirds  of  an  inch,  but  when  larger  than  this,  they  flattened 
out  into  discs  of  a  paler  yellow  colour,  and  their  mode  of 
formation  was  clearly  shown  by  the  concentric  rings  on  the 
surface.  As  the  discrete  lesions  coalesced  they  formed 
irregular,  craggy  masses,  like  an  irregular  layer  of  mortar. 
Some  of  the  large  discs  had  a  slimy,  deeper  yellow  border, 
whilst  the  large  compound  masses  were  dull  white,  with  a  very 
faint  yellowish  tinge.  The  smallest  discs  were  evidently  formed 
round  a  hair,  and  there  were  irregular,  withered-looking  hairs 
scattered  all  over  the  scalp,  even  in  atrophic  areas.  All  the 
loose  hair  was  epilated,  and  a  10  per  cent,  resorcin  ointment 
rubbed  in.  With  this  improvement  soon  set  in,  and  it  was 
continued  for  a  great  part  of  the  time,  but  a  10  per  cent, 
oleate  of  copper  ointment  was  at  times  substituted,  and  finally 
a  1  per  cent,  percliloride  of  mercury  ointment ;  epilation  of 
all  loose  hairs  was  steadily  proceeded  with,  and  by  April  1894 
he  was  quite  well,  having  been  without  recurrence  for  two 
months,  i.e.,  nine  months  from  the  commencement  of  treatment. 
The  whole  of  the  top  of  the  head,  with  the  exception  of  a  few 
scanty  tufts,  was  permanently  bald. 

Figure  2  represents  some  Favus  crusts  on  the  neck  of  a 
boy  of  7.  It  will  be  noted  that  there  was  a  bright  pink 
areola  extending  for  about  half  an  inch  round  each  crust. 
The  patient  was  in  the  Edinburgh  Royal  Infirmary,  under 
the  care  of  Dr.  Allan  Jamieson.  He  was  treated  with  a 
resorcin  paste,  after  removing  the  crusts,  and  in  a  week 
there  were  only  faint  reddish  maculae  remaining. 


Figures  3  and  4  represent  two  aspects  of  Tinea  Sycosis, 
or  ring-worm  of  the  beard.  Formerly  this  affection  was 
considered  to  be  the  only  parasitic  form,  and  the  other  was 
called  non-parasitic.  Now,  however,  it  is  proved  that  the 
so-called  non-parasitic  form  is  really  due  to  pus  cocci,  and 
Unna  proposes  to  call  it  Coccogenic  Sycosis,  and  the  present 
form  Hyphogenic  Sycosis.  This  is  pathologically  sound,  but 
the  term  Tinea  Sycosis  is  so  well  established  and  understood 
that  it  is  not  likely  to  be  replaced. 

It  is  said  that  the  fungus  of  Tinea  Sycosis  is  a  special 
variety  of  the  Trichophyton  Tonsurans  fungus,  derived  from 
horses  chiefly,  but  into  this,  which  is  not  clearly  established, 
it  is  not  necessary  to  enter.  The  disease  is  in  the  vast 
majority  of  cases  communicated  by  the  barber’s  brush  to 
people  who  do  not  shave  themselves.  In  well-marked  cases 
like  those  in  the  Plate  the  distinguishing  feature  is  the  free 
suppuration  of  the  follicles,  and  consequent  nodular  character, 
and  the  rapid  way  (compared  to  the  other  form)  with  which 
the  foci  of  disease  are  multiplied. 

Figure  3  represents  the  lower  part  of  the  face  of  Thomas 
F.,  cet.  70,  who  came  to  University  College  Hospital  on  May 
28th,  1890,  with  an  eruption  on  the  chin,  which  had  been 
developing  for  a  month.  The  eruption  occupied  both  sides 
of  the  face  and  chin,  and  was  commencing  on  the  upper  lip. 
It  was  unsymmetrical,  in  separate  foci,  and  very  lumpy  or 
nodular,  as  depicted  in  the  drawing.  The  pustules  present, 
were  formed  round  the  hairs,  and  the  latter  were  for  the  most 
part  easily  removable,  with  comparatively  little  pain,  and 
when  soaked  in  liquor  potassae,  spores  and  mycelium  resembling 
those  of  the  Trichophyton  Tonsurans  fungus  were  easily  seen  in 
the  root-sheaths.  This  is  by  no  means  always  so  easy  to  dis¬ 
cover  very  often  the  hairs  pull  out  without  their  root-sheaths, 


and  the  fungus  being  often  only  in  the  latter  (though  sometimes 
the  hair  shaft  is  penetrated),  escapes  observation.  It  is  always 
wise,  therefore,  to  pull  out  a  large  number  of  hairs  from  the 
diseased  area,  and  select  those  for  examination  to  which 
portions  of  the  root-sheaths  are  still  attached.  In  the  case 
under  consideration,  the  history  given  by  the  patient  was, 
that  while  he  habitually  shaved  himself,  five  weeks  before 
he  came  to  the  hospital  he  was  shaved  at  a  barber’s,  and  a 
week  later  the  eruption  commenced. 

The  treatment  was  to  thoroughly  epilate  the  whole  of 
the  diseased  area,  a  square  inch  or  so  being  cleared  each  day 
until  the  whole  surface  was  worked  over,  and  an  ointment 
of  sulphur,  3ss.  carbolic  acid,  mxx.  Adip.  %i.,  was  then  rubbed 
in,  and  in  about  a  month  he  was  well.  Epilation  is  one  of 
the  most  important  parts  of  the  treatment. 

Figure  4  shows  a  single  patch  of  the  same  affection  on 
the  chin.  Its  resemblance  to  Kerion  (compare  with  Plate 
XCII.,  Figure  3)  is  evident,  and  it  might  well  be  called 
Kerion  of  the  beard.  The  diseased  area  was  raised  about  a 
quarter  of  an  inch  above  the  healthy  surface,  and  covered 
with  suppurating  points  seated  at  the  hair  follicles,  the  hairs 
being  loosened  by  the  suppuration.  The  case  was  under  the 
care  of  Dr.  Stephen  Mackenzie  at  the  London  Hospital,  who 
showed  the  case  at  the  Dermatological  Society  in  May  1892, 
on  account  of  its  typical  character.  He  was  kind  enough  to 
allow  me  to  have  a  drawing  of  it. 

Although  the  above  figures  show  the  most  usual  and 
typical  features,  it  must  be  borne  in  mind  that  cases  are  of 
not  infrequent  occurrence  in  which  the  inflammatory  symp¬ 
toms  are  much  less  marked,  and  there  is  little  or  no 
suppuration. 
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TINEA  TONSURANS. 


rjTHE  Trichophyton  tonsurans  fungus  excites  by  its  presence  in 

the  tissues  an  inflammation  varying  in  intensity  and 
clinical  aspect  according  to  the  individual  and  the  region  of  the 
body  attacked.  The  regions  differentiated  by  these  variations 
are  the  scalp,  the  hairy  parts  of  the  face,  the  surface 
of  the  body  generally,  and  the  pubic  regions,  with  the  separate 
designations  of  tinea  tonsurans,  tinea  barbse,  tinea  cir- 
cinata,  and  tinea  cruris.  All  these  varieties  will  be  illustrated, 
but  the  present  Plate  depicts  ringworm  as  it  appears  on  the 
scalp. 

It  is  impossible  in  plates  alone  to  give  an  adequate  idea 
of  ringworm  of  the  scalp  in  all  its  aspects.  A  minute  exami¬ 
nation  with  the  lens  to  ascertain  the  condition  of  the  affected 
hairs  being  often  essential.  Figure  2  shews  a  few  stumps 
thus  magnified,  presenting  one  of  its  commonest  aspects. 
They  were  taken  from  the  same  case  as  Figure  1,  and  were  short, 
lustreless,  crooked  stumps  projecting  in  all  directions,  instead 
of  having  the  definite  set  possessed  by  healthy  hairs. 

Figure  1  illustrates  a  typical  circumscribed  patch  in  a 
girl  of  seven  who  had  had  ringworm  for  about  seven  months. 
It  was  sharply  defined,  roundish,  densely  scaly,  with  scarcely 
perceptible  reddening  beneath,  and  the  hair  was  broken  ofl 
short,  leaving  the  bent  short  stumps  already  described. 

Figure  3  shows  the  disease  in  a  diftuse  form  in  a  boy  of 
eleven.  Here  the  original  component  patches  have  met  and 
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coalesced  into  a  large  and  irregular  area,  with  sharply  defined, 
gyrately  outlined  borders ;  in  other  respects  it  resembled  the 
circumscribed  form  of  Figure  2.  In  all  the  scaly  forms  of  ring¬ 
worm  the  loss  of  hair  is  incomplete,  the  affected  area  being 
more  or  less  thickly  covered  with  broken  stumps. 

Figure  4  represents  the  pustular  form  of  ringworm  which 
has  been  called  Kerion  from  the  time  of  Celsus.  In  this 
condition  there  is  a  raised  red  plateau  with  abrupt  borders 
covered  with  closely  aggregated  pustular  points,  not  very 
unlike  a  carbuncle  to  the  eye,  but  there  is  no  indurated  border, 
and  the  whole  is  soft  and  fluctuating.  This  condition  is 
produced  by  the  presence  of  a  fungus  which  excites  a  pustular 
folliculitis,  and  according  to  Saboraud  it  is  due  to  a  special 
variety  of  the  fungus  derived  from  the  horse.  However  soft 
and  fluctuating  the  tumour  may  be  it  never  requires  incision  ; 
it  is  only  necessary  to  pull  out  the  hairs  on  the  affected  part, 
which  have  been  loosened  by  the  suppuration,  when  the  fluid 
which  is  usually  thick  and  mucoid  like,  or  sero-pus,  can  be 
evacuated  through  the  cribriform  orifices  vacated  by  the  hair. 
A  parasiticide  must  then  be  rubbed  in,  a  good  formula  for 
which  is  sublimed  sulphur  3ss.,  carbolic  20  minims,  and  ben- 
zoated  lard  3i.  With  this  treatment  the  inflammation  rapidly 
subsides,  and  the  skin  becomes  sound,  but  many  months  often 
elapse  before  there  is  complete  restoration  of  the  hair,  and  in 
some  cases  the  inflammation  is  so  severe  as  to  destroy  the 
life  of  the  follicle,  and  permanent  baldness  results. 
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TINEA  CRURIS  ET  LARVA  MIGRANS. 


Synonym:  ECZEMA  MAIIGINATUM. 


rrHIS  is  only  a  variety  of  Tinea  Circinata,  and  the  organism 

to  which  it  is  due  is  the  trichophyton  tonsurans,  or  at 
most  some  variety  of  it.  Before  its  parasitic  origin  was  known 
it  was  called  Eczema  Marginatum.  A  large  proportion  of 
cases  are  limited  to  the  fork,  groins,  and  pubes,  distributed 
very  much  as  in  the  present  case  in  those  regions.  And  in 
tropical  climates,  in  this  warm  and  moist  situation,  it  becomes 
more  deep  seated,  and  attended  with  more  thickening  than 
usually  occurs  in  this  country.  Such  cases  often  get  local 
names,  such  as  Burmese  ringworm,  Dhobie  itch,  &c.  But 
while  clinically  resembling  each  other  very  closely  it  is  possible 
that  all  these  eruptions  in  tropical  and  temperate  climates  are 
not  due  to  precisely  the  same  organism.  They  all,  however, 
yield  to  similar  treatment,  though  some  of  the  tropical  forms 
require  to  be  closely  watched,  and  each  recurrence  promptly 
dealt  with  in  order  to  obtain  a  permanent  cure.  The  case 
illustrated  in  the  Figure  1  of  the  Plate  was  remarkable  for  its 
extensive  distribution,  not  only  in  front,  as  the  illustration 
shows,  but  even  more  extensively  and  continuously  all  over 
the  back,  as  far  as  the  level  of  the  sacrum. 

The  patient,  William  Chubb,  aged  10,  an  inmate  of  St. 
Pancras  Infirmary,  was  sent  to  me  by  Mr.  Buller  Allan  for 
diagnosis,  on  April  21st,  1894.  The  disease  had  been  present 
for  four  months,  but  had  almost  entirely  faded  four  times 
during  this 'period;  it  first  appeared  on  the  loins  and  the 
intercostal  spaces.  The  eruption  was  limited  to  the  trunk 
and  to  the  immediately  adjoining  portions  of  the  limbs  and 
neck.  Primarily  it  formed  oval  patches,  with  a  papular 
border,  which  cleared  almost  entirely  in  the  centre.  Here  and 
there  minute  vesicles  or  pustules  developed  on  the  papules. 
The  patches,  by  extension  and  coalescence,  formed  elaborate 
gyrate  patterns  all  over  the  anterior  surface  of  the  trunk,  and 
in  the  inguinal  and  pubic  regions  the  eruption  has  a  festooned 
outline,  exactly  like  the  so-called  Eczema  Marginatum.  On 
the  back,  the  component  elements  were  scarcely  distinguish¬ 
able,  as  there  was  an  almost  continuous  eruption  from  the 
neck  to  the  sacrum.  The  border  here,  as  elsewhere,  was  the 
most  prominent  portion  of  the  eruption,  the  central  part 
having  faded,  with  slight  discoloration  and  reddening  of  the 
skin,  with  prominent  papules  scattered  over  the  whole  internal 
area.  On  the  right  side,  there  was  a  gyrately  outlined  patch 
in  the  middle  of  the  faded  area.  There  were  several  partially 
bare  patches  of  tinea  tonsurans  on  the  seal}),  with  charac¬ 
teristic  stumps.  The  case  was  only  sent  to  me  for  diagnosis, 
but  there  can  be  no  doubt  that  it  yielded  to  ordinary  parasitic 
applications. 

Figures  2  and  3  represent  an  extremely  rare  condition,  of 

which  the  present  instance  is  only  the  third  on  record,  the  two 
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first  cases  having  been  described  by  Dr.  Robert  Lee,  while  a 
fourth  has,  I  hear,  been  recognised  in  Vienna  in  Neumann’s 
Clinique.  Lee  gave  it  simply  the  name  of  the  Creeping 
Eruption,  but  I  have  defined  it  a  little  more  clearly  under  the 
term  Larva  Migrans,  for  there  can  be  no  doubt  that  the  lesion 
is  produced  by  the  travels  of  a  larva  in  the  skin,  although  the 
animal  has  not  yet  been  captured.  A  somewhat  analogous 
condition,  however,  has  been  produced  in  the  skin  by  the  larva 
of  the  bot-fly.  The  patient  who  furnished  the  drawings  for 
these  two  figures  was  Mary  G.,  aged  2  years,  who  was 
admitted  into  University  College  Hospital  on  June  15th,  1892. 
At  that  time  she  presented  a  red  line  running  from  the  pubes 
down  the  inner  side  of  the  left  thigh.  This  line  pursued  a 
tortuous  course,  of  which  examples  are  given  in  the  two 
figures.  The  line  advanced  at  one  end,  which  was  slightly 
more  prominent,  and  gradually  faded  at  the  other  extremity. 
According  to  the  mother’s  account,  the  red  line  was  first 
observed  in  December  1891.  It  looked  just  the  same  as  it 
does  now,  the  oidy  difference  being  its  position  on  the  outer 
side  of  the  left  thigh  running  up  on  to  the  buttocks.  The 
mother  took  but  little  notice  of  it,  and  it  was  not  till  February 
1892  that  she  showed  it  to  the  doctor.  The  only  suggestion 
that  the  mother  could  make  as  to  its  origin  was  that  in  the 
autumn  of  1891  she  found  the  child  with  half  a  brown  slug  in 
her  hand,  which  looked  as  though  it  had  been  bitten  through 
by  the  child,  and  as  the  other  portion  of  the  slug  could  not  be 
found  she  presumed  that  the  child  had  swallowed  it.  When 
Dr.  Travers  Smith,  of  Beckenham,  first  saw  the  child  he  gave 
her  some  ointment  to  rub  in,  this  only  appeared  to  bring  the 
line  out  in  greater  prominence,  and  iodine  was  then  painted  on 
every  day  for  a  fortnight.  This  seemed  to  make  the  line  travel 
faster  than  before,  and  the  child  was  then  sent  up  to  the 
Hospital.  The  mother  stated  that  the  line  was  much  broader 
and  more  raised  and  red  sometimes  than  at  others,  while  occa¬ 
sionally  it  disappeared  for  a  whole  day.  Besides  the  red  line 
which  travelled  about  the  lower  part  of  the  body,  another 
occasionally  appeared  on  the  head,  but  it  never  stayed  long  or 
caused  irritation  like  the  lower  one,  which  sometimes  pro¬ 
duced  so  much  irritation  as  to  keep  the  child  awake  all  night, 
while  at  others  she  seemed  to  be  unconscious  of  it.  When 
first  seen  by  me  there  was  a  tortuous  line  about  an  eighth  of 
an  inch  broad,  of  a  pale  pink  colour,  slightly  raised  from  the 
general  surface  of  the  skin,  and  running  for  about  2  inches 
above  the  pubes  in  the  middle  line,  down  across  the  groins  on 
the  inner  and  posterior  surface  of  the  left  side  for  about  6 
inches.  After  admission,  on  the  same  evening  the  line  made  a 
curve  upwards  on  the  thigh  for  about  an  inch  and  a  half,  and 
it  was  of  a  brighter  red  colour  than  the  older  and  upper  part 
of  the  line,  which  completely  disappeared  on  pressure.  The 


child  was  very  fretful,  the  bowels  were  very  irregular,  the 
motions  being  black,  offensive,  and  often  streaked  with  blood. 
Very  careful  observations  and  notes  were  made  by  my  clinical 
clerk,  Mr.  Hugh  Roberts.  Some  examples  of  the  mode  of 
progress  will  be  given  : — “  At  10  o’clock  on  the  morning  after 
admission  the  line  was  seen  to  have  spread  up  the  pubes, 
across  on  to  the  left  side  of  the  abdomen,  running  up  to  about 
on  a  level  with  the  umbilicus,  and  then  making  a  turn  to  come 
down  again  for  about  an  inch.  The  track  of  yesterday  was 
still  to  be  seen,  though  the  colour  was  very  faint,  the  elevation 
about  the  surrounding  skin  having  quite  disappeared.  The 
commencing  curve  of  yesterday  evening  at  the  lower  end  of 
the  line  on  the  left  side  is  still  visible,  but  ends  very  abruptly, 
so  that  unless  it  took  a  deeper  track,  the  larva  could  only  have 
found  its  way  up  on  to  the  abdomen  by  returning  by  the  old 
burrow.  There  was  also  seen  a  line  about  3  inches  long  down 
the  right  side,  this  also  ends  abruptly,  and  no  return  loop  on 
the  abdomen  is  visible.  The  width,  colour,  and  edges  of  the 
fresh  line  were  exactly  similar  to  that  of  yesterday’s.  A  mark 
was  made  with  a  blue  pencil  at  10  a.m.  at  the  moving  end  of 
the  line,  and  at  5  o’clock  the  line  had  moved  2  inches  beyond 
the  blue  mark,  and  at  8  o’clock  it  had  advanced  another  inch, 
and  the  moving  end  had  now  curved  round  so  as  to  unite  with 
the  old  track,  by  which  it  formed  a  loop.  A  fresh  loop  was 
formed  on  the  17th  during  the  night,  the  larva  having  moved 
about  an  inch  and  a  half.  At  5  o’clock  a  blue  mark  was 
made  at  the  moving  end.  During  the  night  the  larva  was 
very  active,  and  formed  three  fresh  loops,  and  it  was  cal¬ 
culated  that  if  it  was  all  straightened  out  that  it  would 
reach  to  a  distance  of  7 h  inches.  The  old  tracks  on  the  thighs 
had  quite  disappeared.  The  more  recent  portions  of  the 
track  are  paler,  less  red,  and  narrower  than  the  older  portion, 
which  were  of  a  very  bright  red  colour,  raised  considerably 
above  the  surrounding  skin,  about  a  quarter  of  an  inch  broad, 
and  having  quite  the  appearance  of  an  urticarial  wheel. 
During  the  day  the  red  line  travelled  only  an  inch.  On 
another  occasion  the  larva  travelled  4  inches  in  the  night,  and 
an  inch  during  the  day  time,  but  in  some  days  its  movements 
were  more  sluggish;  again,  on  June  25th,  it  moved  10  inches 
in  sixteen  hours,  and  on  that  night  a  tortuous  red  line  was 
seen  on  the  right  cheek,  but  this  had  quite  disappeared  on  the 
next  morning  ;  this  was  the  first  time  since  its  admission  that 
the  second  red  line  was  noticed.  On  the  27th,  the  larva  had 
travelled  in  nearly  a  straight  line  for  about  7  inches,  and  it 
was  decided  to  excise  the  moving  end,  and  a  portion  of  skin 
1  inch  long  by  half  an  inch  broad,  comprising  a  small  portion 
of  clear  skin  in  front  of  the  line,  and  half  an  inch  or  more  of 
the  most  recent  part  of  the  line  itself.  Nothing  further  was 
observed  beyond  the  dressing  that  day,  but  at  12  o’clock  the 
next  morning  a  fresh  red  line  was  seen  issuing  from  beneath 
the  dressing,  and  running  up  across  the  groin  in  a  straight  line 
with  the  incision  of  yesterday,  right  up  on  to  the  abdomen,  and 
then  curving  round  and  running  towards  the  dressing  again,  a 
distance  of  5  or  6  inches,  and  by  8  o’clock  in  the  evening  it 
had  disappeared  again  beneath  the  dressing.  It  is  quite  clear, 
therefore,  that  the  larva  had  not  been  captured.  The  larva 
continued  its  travels  over  various  parts  of  the  trunk  and  left 


thigh,  and  on  July  5th  it  quite  disappeared  for  about  four  and 
twenty  hours.  On  July  3rd  the  second  one  was  observed  as  a 
faint  tortuous  line  on  the  left  side  of  the  neck  for  about  3 
inches,  and  this  remained  visible  for  some  days.  A  second 
attempt  to  excise  the  travelling  end  of  the  lower  one  was  made 
on  July  7th,  but  with  similar  ill  success,  for  on  the  morning  of 
the  9th  a  fresh  track  was  observed  issuing  from  beneath  the 
dressing,  and  on  July  10th  the  larva  crossed  from  the  left 
buttock  on  to  the  right  one,  where  it  twisted  round  in  com¬ 
plex  figures.  On  July  17th  a  third  attempt  at  excision  was 
made,  and  on  the  18th,  at  10  o’clock,  no  trace  of  the  line  was 
visible  beyond  the  dressing,  but  at  4  o’clock  it  again  appeared  ; 
the  track  on  the  neck  and  face  had  not  been  seen  for  more 
than  a  week,  but  at  this  time  the  patient  had  to  be  discharged 
on  account  of  some  alterations  of  the  Hospital.  She  was  re¬ 
admitted  on  October  29tli,  and  at  that  time  the  larva  occupied 
the  left  flank,  where  it  formed  numerous  convolutions,  the 
track  being  crossed  and  recrossed  many  times.  During  the 
month  of  November  it  progressed  in  the  lumbar  region  at  the 
back  of  the  shoulder,  then  it  went  over  the  shoulder  at  the  front 
and  then  at  the  axilla.  On  November  30th,  the  other  one 
reappeared  at  the  left  side  of  the  chest  just  below  the  root  of 
the  neck.  On  December  6th,  there  were  two  curves,  one  on 
the  right  side  near  and  internal  to  the  right  nipple,  and 
another  a  straight  line  on  the  left.  A  one  per  cent,  solution  of 
carbolic  acid  in  distilled  water  was  injected  into  the  arm,  but 
without  affecting  the  vitality  of  the  organism,  which  in  two 
days  had  curved  upon  itself  and  got  back  on  to  the  chest.  On 
the  14tli  it  was  noted  that  the  left  one  had  faded,  but  the 
right  was  still  active,  and  was  moving  to  the  left  side,  and  by 
the  20th  it  had  reached  to  the  left  arm,  and  after  sundry 
gyrations  about  the  axilla,  it  curved  round  on  to  the  back 
of  the  left  shoulder.  Carbolic  injection  was  again  practised 
but  without  result.  By  January  10th,  1893,-  the  larva  had 
moved  to  the  front  of  the  chest,  and  an  iodine  solution  of 
1  grain  to  the  ounce  was  injected  under  the  skin  at  the  grow¬ 
ing  point,  the  only  effect  of  which  was  that  the  line  travelled 
very  quickly  to  the  other  side  of  the  chest.  On  January  16th 
the  red  iodide  of  mercury  ointment  was  rubbed  in,  but  only 
increased  the  activity  of  the  red  line.  On  the  21st  there  were 
two  red  lines  on  the  left  shoulder.  On  February  4th  one  of 
these  lines  had  travelled  from  the  deltoid  prominence  on  the 
inner  aspect  of  the  arm  within  an  inch  of  the  elbow,  where  it 
formed  complicated  convolutions.  On  February  8th,  1893,  as 
treatment  appeared  to  have  no  good  effect  the  mother  took  the 
child  home,  the  child  on  this  second  occasion  having  been 
under  observation  and  treatment  101  days.” 

In  April  1895  Dr.  Travers  Smith,  in  answer  to  my  inquiries, 
furnished  the  following  information  from  the  mother’s  state¬ 
ments  : — “  From  the  time  that  the  child  left  the  Hospital  only 
one  red  line  was  observed.  This  continued  to  wander  about 
for  many  months,  it  reached  the  chin,  finally  turned  up 
towards  the  ear,  and  about  the  same  time  a  discharge  from  the 
ear  occurred,  and  from  that  time  the  red  line  has  never  been 
seen.  This  was  about  November  1893,  so  that  the  hypothetical 
larva  had  been  on  the  march  for  two  years  and  a  quarter.” 
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TINEA  CRURIS  ET  LARVA  MIGRANS 


TINEA  CIRCINATA. 


rpiNEA  CIRCINATA  is  the  term  given  to  the  lesions  produced 
by  the  Trichophyton  tonsurans  fungus  when  it  attacks 
the  non-hairy  portions  of  the  body.  The  typical  form  consists 
of  a  ring,  the  border  of  which  is  raised,  and  consists  of  papules 
about  the  size  of  a  pin’s  point,  which  are  generally  so  closely 
aggregated  as  to  be  practically  continuous.  There  is  usually 
slight  scaliness,  the  scales  being  scanty,  small,  and  branny. 
The  circle  commences  in  a  solid,  slightly  raised,  but  flat  spot, 
which  is  red  and  slightly  scaly,  and  enlarges  peripherally ; 
pari  passu,  the  centre  flattens  and  clears  up  until  it  is 
almost  normal.  The  ring,  if  undisturbed,  continues  to  enlarge, 
but  without  thickening  of  the  border,  until  it  may  reach  the 
size  of  a  crown  piece,  or  even  larger.  Then  it  may  remain 
stationary  for  a  time,  or  the  vitality  of  the  spreading  margin 
being  exhausted,  the  involution  process  out-steps  that  of 
the  evolution,  breaking  up  the  circle  into  fragments  and  then 
dying  away ;  not,  however,  as  a  rule,  without  having  started 
fresh  foci  of  disease  in  the  neighbourhood,  or  if  the  spores  are 
planted  out  by  the  nails  or  clothing,  at  some  distant  part  of 
the  body ;  the  above  represents,  however,  only  one  phase  of  a 
protean  disease.  Some  of  these  departures  from  the  normal  are 
represented  in  the  Plate,  as  the  commonest  form  of  ringworm 
is  familiar  even  to  the  laity.  As  a  rule,  the  soil  over  which 
the  ring  which  represents  the  fungus  in  activity  has  passed  is 
sterilised  for  the  time  and  remains  clear,  but  in  some  instances 
vitalised  spores  are  left  behind,  spring  again  into  activity,  and 
form  fresh  rings,  usually  concentric  with  the  first,  or,  at  all 
events,  enclosed  within  it.  A  partial  example  of  this 
recrudescence  within  the  ring  is  represented  in  Figure  1, 
situated  on  the  nape  of  a  boy  of  ten  years  old,  while  the 
border  alone  might  be  taken  to  represent  the  common  appear¬ 
ance  of  Tinea  Circinata.  Two  or  three  such  concentric  rings 
are  not  very  uncommon,  and  occasionally  as  many  as  four  or 
five  may  be  produced.  One  of  the  most  marked  examples  that 
I  have  ever  encountered  or  has  been  reported  is  represented 
in  Figure  4,  which  will  be  more  fully  described  presently. 
Figure  2  represents  another  not  uncommon  form,  in  which  the 
patch  is  circular  but  has  not  cleared  in  the  centre,  and  the 
whole  area  is  filled  with  minute  papules  more  or  less  covered 
with  fine  scales.  Even  here,  however,  the  active  border 
is  always  well  defined  and  slightly  more  prominent  in  the 
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centre.  The  patch  in  question  was  situated  on  the  left  buttock 
of  a  girl  of  4  years  old. 

Figure  3  represents  a  further  phase  of  the  same  kind  as 
Figure  2,  but  in  this  case,  most  of  the  papules  are  crowned 
with  either  minute  vesicles  or  pustules,  and  a  tendency  to 
clear  in  the  centre  is  manifest.  In  rare  instances,  the  border  is 
very  distinctly  vesicular  instead  of  papular.  The  patch  was 
on  the  calf  of  a  girl  aged  7  years. 

Figure  4  represents  an  extreme  instance  of  Tinea 
Circinata,  in  which  (as  before  mentioned)  after  the  primary 
invading  border  has  passed  over  the  trunk,  fresh  circles  within 
were  constantly  being  formed  and  others  again  within  them 
until  the  most  complicated  patterns  were  produced.  The 
patient,  Emma  C.,  aged  a  year  and  a  half,  was  brought  to  me 
at  the  East  London  Hospital  for  Children,  October  27th,  1890. 
The  disease  had  been  developing  for  eight  months,  forming 
rings,  gyrately  outlined  patterns  and  more  or  less  perfect 
concentric  circles  in  the  primary  rings.  The  eruption  extended 
over  the  front  of  the  trunk  as  represented  in  the  drawing,  while 
on  the  back  the  disease  was  still  more  complicated,  forming 
an  almost  continuous  sheet  of  gyrate  eruption  from  the  hairy 
border  of  the  scalp  at  the  back,  down  the  neck,  and  nearly  all 
over  the  back  to  the  sacrum.  There  were  one  or  two  clear 
areas  about  the  middle  of  the  back  and  on  the  right  side  of 
the  neck,  all  the  rest  was  patterned  out  closely  like  the 
patches  depicted  on  the  front  of  the  shoulders.  There  were  a 
few  patches  on  the  thighs,  legs  and  arms,  but  there  was  no 
attempt  at  symmetry.  The  Tinea  Circinata  character  is  best 
seen  in  the  gyrate  outline  on  the  abdomen,  which  represents 
the  primary  line  of  invasion,  while  there  are  two  fairly 
typical  patches  just  beyond  the  advancing  border.  The 
child’s  general  health  and  nutrition  were  perfectly  good, 
and  the  source  of  infection  could  not  be  ascertained.  The 
disease  yielded  to  anti-parasiticide  treatment,  consisting  of  a 
lotion  of  hyposulphite  of  soda  solution,  one  drachm  to  the  ounce 
of  water,  which  was  firmly  rubbed  in  with  a  piece  of  flannel. 
Such  an  extreme  instance  is  very  rare,  and  Danielssen  is  the 
only  one  I  know  who  has  recorded  an  equally  extensive 


case. 
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TINEA  CIRCINATA 


TINEA  VERSICOLOR 


Synonym:  PITYRIASIS  VERSICOLOR. 


rpHIS  disease  is  due  to  a  vegetable  parasitic  fungus  called 
microsporon  furfur,  which  grows  in  the  epithelial  layers 
and  produces  patches  usually  of  a  fawn  brown  colour,  of 
irregular  shape  and  size,  which,  when  the  disease  is  of  long 
standing,  coalesce  into  extensive  sheets  of  discoloration,  for 
the  most  part  limited  to  the  trunk  and  the  immediately 
adjacent  portion  of  the  neck  and  limbs.  It  may,  however, 
occasionally  reach  to  the  flexures  of  the  elbow,  and  still  less 
frequently  the  popliteal  spaces  are  involved.  In  extremely 
rare  instances  it  has  even  attacked  the  face  and  other  parts. 
The  borders  of  the  discoloration  are  sharply  defined,  and 
there  are  usually  discrete  patches  beyond  the  main  portions 
of  the  disease.  Although  with  few  exceptions  there  is  a  total 
absence  of  any  signs  of  inflammation,  the  discoloration  differs 
from  any  ordinary  staining  of  the  skin,  either  from  any 
antecedent  inflammation  of  the  skin,  such  as  follow  syphilides, 
lichen  planus,  &c.,  and  from  pigmentary  diseases  like  leuco- 
derma,  chloasma,  &c.,  inasmuch  as  the  discoloration  is  not 
derived  from  the  blood  colouring  matter  but  from  the  fungus 
itself.  This  is  situated  much  more  superficially  than  ordinary 
pigment,  and  loosens  the  upper  layers  of  epithelium  so  that 
much  of  it  can  be  scratched  off  with  the  nail,  or  it  may  be 
thrown  off  in  a  branny  desquamation,  which  formerly  gained 
for  the  disease  the  name  of  pityriasis  versicolor. 

In  exceptional  cases,  the  disease  may  commence  with 
or  be  accompanied  by  signs  of  inflammation ;  the  affected  area 
is  very  red,  itching,  and  occasionally  exuding ;  even  when 
inflammation  is  absent  the  shade  of  colour  may  vary — dark 
brown,  sepia,  and  even  black  may  be  occasionally  met  with, 
chiefly  in  patients  who  have  been  in  hot  climates.  On  the 
other  hand,  in  coloured  races  it  may  produce  white  or  grey 
discoloration  of  the  skin,  due,  it  has  been  suggested,  to  the 
layer  of  fungus  preventing  the  light  from  exercising  its  usual 
actinic  effect,  and  so  preventing  the  development  of  the  dark 
pigment  of  coloured  races.  The  disease  occurs  chiefly  in  adult 
life  and  affects  both  sexes,  and  is  more  common  in  those  who 
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perspire  freely,  which  is  probably  the.  chief  reason  why  it  is 
so  often  seen  in  consumptive  persons.  It  is  only  contagious 
to  a  very  slight  degree,  requiring  a  suitable  soil,  which  is  not 
found  in  all  persons,  as  it  is  not  always  communicated  from 
husband  to  wife,  or  vice  versa.  The  disease  is  readily  curable,  if 
care  be  taken  to  bring  the  parasiticide  into  actual  contact  with 
the  diseased  layers  of  the  epithelium.  The  possible  parasiti¬ 
cides  which  might  be  used  are  innumerable,  but  the  following 
method  is  effectual  and  convenient : — The  skin  should  be 
thoroughly  washed  with  soap  and  warm  water  to  remove 
the  natural  greasiness  of  the  surface,  and  it  is  advisable  to 
scrub  the  surface  with  a  nail-brush,  to  rough  up  the  diseased 
epithelium,  so  that  the  parasiticide  may  penetrate  more  deeply. 
A  solution  of  hyposulphite  of  soda,  of  the  strength  of  one  in 
twelve,  should  then  be  rubbed  in  firmly  with  a  piece  of  flannel, 
and  the  process  repeated  once  or  twice  daily.  In  this  way 
the  discoloration  may  be  speedily  removed,  but  it  is  necessary 
to  watch  the  slight  recurrences  which  are  apt  to  occur  from 
some  few  spores  having  escaped  destruction,  which  therefore 
grow  again  if  unmolested.  If  these  small  recrudescences  are  at 
once  attacked  in  the  same  way  as  the  larger  ones  the  disease 
will  be  completely  eradicated. 

The  patient  represented  in  the  Plate  displayed  nothing 
remarkable  in  her  clinical  history.  She  was  a  woman,  aged  32, 
who  came  to  the  Hospital  on  April  25th,  1893.  The  disease 
had  been  in  existence  for  some  few  years.  She  sweated  freely, 
and  stated  that  the  lesions  were  always  more  extensive  during 
pregnancy,  but  she  was  a  perfectly  healthy  woman.  The 
discoloration  was  rather  more  extensive  than  usual,  and 
while  it  was  diffuse  in  front  was  in  patches  behind.  It 
extended  to  the  axillary  region,  and  down  the  arms  to  the 
bend  of  the  elbow,  and  was  more  marked  on  the  abdomen 
than  anywhere  else.  The  disease  was  successfully  treated  by 
the  method  above  stated,  and  she  was  apparently  quite  well 
in  a  month. 
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* LTHOUGH  the  only  lesion  absolutely  distinctive  of 
Scabies  is  the  burrow  made  by  the  female  in  the 
epidermis,  which  is  easily  overlooked  and  sometimes  absent, 
yet  if  the  disease  be  viewed  as  a  whole,  the  clinical  picture 
is  so  distinctive,  that  a  well  marked  case  ought  never  to  be 
mistaken. 

Apart  from  the  burrow,  the  distinctive  features  are  : — An 
obviously  very  pruritic  eruption,  with  a  multiformity  of  the 
lesions,  and  a  distribution  which,  while  very  significant  in 
adults,  differs  somewhat  in  males  and  females.  In  both,  the 
eruption  favours  the  hands,  and  is  especially  marked  between  the 
fingers,  the  flexures  of  the  wrists,  elbows,  and  axillae.  Besides 
these  positions,  on  stripping  a  man,  it  is  at  once  evident  that 
nearly  the  whole  of  the  eruption  is  in  front  confined  to  the 
regions  between  horizontal  lines  drawn  through  the  nipples 
above,  and  just  beneath  the  patellae  below,  being  especially 
abundant  and  well  marked  on  and  about  the  genitals ; 
posteriorly,  the  marks  of  scratching  are  on  the  buttocks  and 
immediately  above,  while  below,  the  lesions  reach  as  far  as  the 
popliteal  spaces. 

In  a  female,  while  the  eruption  is  equally  abundant  on  and 
about  the  genital  region,  it  does  not  extend  so  high  in  front, 
while  it  reaches  higher  behind.  This  difference  being  explic¬ 
able,  not  by  the  operations  of  the  acarus,  but  by  the  difference 
in  the  arrangement  of  the  clothes  of  the  two  sexes,  limiting 
the  accessibility  of  the  nails  to  relieve  the  intolerable  itching. 
The  acari  themselves  are  practically  confined  to  the  genital 
regions,  and  the  flexures  of  the  limbs  already  described.  The 
face  and  neck  in  the  adult  are  never  attacked  except  in  cases 
resulting  from  extreme  neglect,  such  as  characterise  what  is 
called  Norwegian  itch. 

In  children  clothed  like  their  elders,  the  distribution  is  also 
the  same,  but  the  lesions  are  often  more  severe  since  their 
tissues  are  more  sensitive  to  irritation.  In  infants  in  arms, 
however,  who  usually  contract  the  disease  from  their  mothers, 
the  parts  which  come  into  close  contact  with  her  hands  or 
other  part  of  her  person,  receive  the  infection  ;  hence,  as  well 
as  the  hands,  the  feet,  especially  the  soles  and  sides,  and  the 
buttocks,  generally  present  the  lesions  directly  due  to  the 
acarus  itself,  as  well  as  the  secondary  lesions  due  to  scratching, 
and  pustular  lesions  are  particularly  common. 

As  shown  in  Figure  1,  the  head  and  face  may  be  involved 

also  (though  even  in  infants  it  is  not  common),  doubtless  from 

the  child  being  held  closely  to  the  mother’s  naked  skin  whilst 

in  bed.  The  lesion  produced  directly  by  the  acarus  is  the 

burrow,  which  forms  a  sinuous  line  on  the  epidermis,  generally 

from  a  i  to  i  an  inch  long,  occasionally  much  more.  The  roof 

of  the  burrow  in  the  horny  layer  is  often  slightly  cracked,  and 

particles  of  dirt  therefore  more  easily  cling  to  the  roughened 

surface  and  outline  the  burrow.  Rarely,  in  very  clean  people, 

it  is  quite  white.  There  may  be  little  or  no  inflammation 
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attending  the  burrowing  process,  when  the  acarus  can  some¬ 
times  be  seen  with  a  lens,  as  a  minute  white  speck  in  the 
epidermis,  but  more  frequently  there  is  some  inflammation 
producing  a  papule,  vesicle,  or  pustule.  These  lesions  indivi¬ 
dually  are  indistinguishable  from  the  similar  lesions  present 
in  eczema,  but,  unlike  the  latter,  are  scattered  irregularly  about 
the  limb,  and  never  in  dense  groups  as  are  the  majority 
of  eczematous  lesions.  This  scattered  character  is  a  very  im¬ 
portant  feature,  and  whenever  present,  scabies  should  be  the 
first  thing  thought  of,  and  in  a  considerable  number  of  cases 
where  burrows  are  absent  the  diagnosis  turns  on  this  and  on 
the  general  distribution  of  the  scratch  marks. 

In  Figure  2,  owing  to  the  neglect  of  the  dirty  patient,  so 
much  inflammation  has  been  set  up  that  this  feature  is  not  so 
striking  as  is  usually  the  case.  The  secondary  lesions  of 
scabies  are  those  due  to  scratching,  viz.,  scabbed  -  topped 
papules,  eczema,  urticaria,  and  impetigo  contagiosa,  or,  as 
it  is  often  called,  if  on  the  limbs,  when  there  is  a  red  areola 
round  the  scab,  “  ecthyma,”  also  excoriations  and  erythema 
in  parallel  lines.  The  distribution  of  these  secondary  eruptions 
is,  as  has  been  already  pointed  out,  an  important  diagnostic 
factor. 

In  those  whose  occupation  necessitates  sitting  on  hard 
seats  for  hours,  such  as  tailors,  carmen,  and  cobblers,  ecthyma- 
tous  lesions  over  the  ischial  tuberosities  are  so  constant  a 
feature  as  to  at  once  suggest  the  nature  of  the  exciting  cause. 
Friction  from  belts,  trusses,  or  other  articles  of  dress  produce 
a  similar  result. 

The  treatment  for  scabies  must  be  directed  first  to  opening 
up  the  burrows,  so  as  to  be  able  to  bring  the  pai’asiticide  into 
contact  with  the  acarus,  and  finally  to  soothe  the  irritated 
skin.  For  the  first  object,  the  patient  should  be  soaked  in  hot 
water  for  ten  minutes,  then  thoroughly  soaped  ;  for  a  tough¬ 
skinned  person  soft  soap  is  the  best,  but  for  young  children 
or  delicate-skinned  persons  a  neutral  soap  is  sufficient.  Then 
the  patient  should  be  vigorously  scrubbed  with  a  hard  brush, 
and  the  parasiticide  rubbed  in.  These  parasiticides  are  legion. 
Practically,  I  use  one  or  other  of  the  following  methods  : — 
At  the  hospital,  where  every  facility  exists,  the  patient  is 
soaked  in  a  sulphide  of  potassium  bath,  5iv.  of  the  salt  to 
30  gallons  of  water,  at  about  104°  F.  Then  he  is  well 
scrubbed,  and  thus  the  burrows  are  opened  up  and  the 
parasiticide  applied  at  one  operation. 

Three  baths  are  enough  for  a  cure,  and  then  soothing 
lotions,  such  as  calamine  9ij.,  zinc  oxide  5ss.,  glycerine  m.  x., 
and  rose  water  .q.,  should  be  painted  on  freely  several  times 
a  day,  and  no  more  parasiticide  applied  unless  he  recontracts 
the  disease  from  some  of  his  dirty  belongings.  Underlinen 
and  sheets  should  be  boiled  in  a  copper,  and  gloves  thrown 
away. 


This  treatment  is  a  little  severe  for  some  delicate  skins, 
and  is  not  suitable  for  young  children.  For  them,  and  in 
private  practice,  in  which  sulphur  baths  can  rarely  be  had,  as 
painted  baths  would  be  ruined,  after  tubbing  and  scrubbing 
with  soap  and  water,  as  already  described,  an  ointment  of 
naphthol  P.  3ss.,  cretee  prep.  3ss.,  adipis  51. ,  is  well  rubbed  in, 
and  the  patient  sleeps  with  it  011  all  night ;  in  the  morning 
he  takes  an  ordinary  bath,  puts  on  clean  linen,  and  simply 
repeats  this  treatment  for  three  nights,  which  is  quite 
sufficient  when  properly  done.  Naphthol  P.,  which  was  first 
suggested  by  Kaposi,  who  adds  soft  soap  to  the  above  formula, 
is  an  efficient  parasiticide,  does  not  irritate  the  skin  as  sulphur 


is  apt  to  do,  and  in  fact  often  diminishes  the  secondary  lesions. 
It  is  dearer  than  sulphur,  and  if  the  price  is  an  object,  the 
ordinary  sulphur  ointment  of  the  British  pharmacopoeia  may 
be  substituted,  adopting  exactly  the  same  procedure.  There 
is,  however,  more  likely  to  be  trouble  with  the  irritated  skin, 
the  so-called  sulphur  eczema  being  often  excited,  for  which 
lactate  of  lead  liniment,  or  the  above  calamine  lotion  may  be 
required.  Ecthymatous  lesions  should  be  treated  like  impetigo 
contagiosa  from  any  other  cause.  The  crusts  should  be  soaked 
off  with  carbolised  oil,  and  an  ointment  of  .  hydarg.  ammon. 
gr.  x.  adip.  3b  freely  and  constantly  applied. 
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Fig.  2.— SCABIES  IN  AN  ADULT. 
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